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Dear Vermonters,

Our core mission at the Agency of Human Services (AHS) is service, and we are committed to
continuous enhancement of the services we provide. Our goal is to deliver on the high expectations of
our clients and our community partners, and ultimately, improve the well-being of all Vermonters.
Our work is aligned around four key practices: holistic service; customer focused; strength-based
relationships; and results-oriented processes. And these key practices are targeted toward measurable
indicators of well-being, grouped under fundamental outcomes important to the people we serve.

Those familiar with the work of AHS know that we, together with our community partners, were
early adopters of an outcomes-based approach. Central to this work is having regular, reliable, and
timely data on the indicators at statewide and local levels; an understanding of what’s driving current
trends; and, knowing what it will take to sustain progress.

This year’s annual report, Vermont Well-Being 2006, has undergone a major redesign, to reflect
_ the desire of many of our partners to consolidate a number of separate indicator reports.

Let me highlight here some of the features of this new document: For each of the Agency’s ten
outcomes you will see a number of indicators. Where possible, we present statewide trend data on the
indicator as compared to national and international data. We then give some brief narrative context.
Whenever available, we present “Data by Vermont Region” and we provide links to other resources
related to the indicator.

By definition, these indicators are ones for which progress is achievable only by the combined
efforts of public and private agencies, community-based organizations, and individuals. Performance
measures, in contrast, are those measures that a single agency or program uses to demonstrate progress
toward client outcomes and ensure accountability. Along those lines, the Agency of Human Services
has adopted an “AHS Scorecard” which will be updated annually (see p. 2). Thus, we identify the
“Related AHS Performance Measure,” for those indicators where the Agency has committed to
measuring its contribution to success.

Please let us know if the information contained in this report and the format support your efforts
to make Vermont an even better place to live and work.

Sincerely,

D Lnpre

Cynthia D. LaWare, Secretary

Agency of Human Services
7~ VERMONT
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Introduction

and part of that development is the recognitiothefimportance of social

indicators. These are the tools with which we talkebearings, chart and correct
our course, and monitor conditions around us oargoing basis. Indeed, sometimes
these are thenly reasonably reliable instruments to help us seavayrthrough the
ever-shifting conditions of economic and sociahtig public policy, and political
rhetoric. The social indicators we have are celyaiot perfect—in fact, they're often
crudely conceived, slow to respond, and maddenimgbyecise. Nevertheless, we
depend upon them to give us the best possible itrgadf where we are and where we're
headed.

What constitutes success on any given indicatarthi$ report the context is
Vermont's past performance, our standing relativeational norms, and (where
available) our standing relative to other statiéss arguable that this approach sets our
sights too low—that we risk being only “the bestadfad bunch.” In some cases, state or
national goals can point to a higher standardilwerocases, we can point to other
countries that demonstrate what is achievable.cBdain indicators, it is abundantly
clear what the standasthouldbe:zerochild abuse, for example.

We try here to provide for each indicator a “stbehind the data.” This may
highlight particular measurement issues, as walekted trends and strategies effective
in “bending the curve” on that indicator. Of coeirfor each indicator there is much
more to the “story” than what's here; in particuldrere are local “stories” behind many
indicators that account for variation in performamy region. We encourage interested
readers to investigate these. Likewise, we havengsome suggestions for readers
interested in gaining further information about mafthe indicators; these are only
starting-points.

Users of this report should be aware of some casiti Complex issues underlie
many of the indicators, making it not always easgdree on what is desirable. For
example, while placement in regular classrooms beagppropriate for many children
with disabilities, for others it is not; ever-highrates of classroom inclusion, therefore,
may or may not be a good thing. Because of Verlmaentall population, there can be
sizable year-to-year fluctuations in rates, paltidy for “rare events,” such as infant
mortality. This issue is even more pronounced Wita for sub-state regions; readers
are advised that multi-year trends present a malanbed picture of performance. Just
as state rankings can be misleading, particulargingle years, since they may mask
relatively small differences among the states,sysiare cautioned in making inferences
about differences among sub-state regions on ahgator; even apparently large
differences may not be statistically significant.

Ideally, data like these raise more questions thay answer. We hope they
inspire our collective efforts to further improvelMvbeing for Vermonters.

Governing by results or outcomes is taking hold emgstates and communities,



AHS Scorecard

Previous Period's Data
(statewide)

Pregnant Women and Young Children Thrive

Decrease the percentage of women enrolled in WIC who
smoke in the last 3 months of pregnancy 33.3 (2003)

Decrease the percentage of 2- to 4-year-olds enrolled in
WIC who are overweight or at risk for obesity 30.2 (2003)

Increase the percentage of two-year-olds who are fully
immunized 90 (2003)

Increase the percentage of kindergartners who are judged
"ready for school" 52 (2004)

Children Succeed in School

Increase the high school graduation rate 84.4 (2003)

Children Live in Safe and Supported Families

Decrease the rate (per 1,000) of children in state custody 8.4 (2003)

Youth Choose Healthy Behaviors

Decrease the percentage of students in grades 8-12 who
are overweight or at risk for obesity 26 (2003)

Decrease the percentage of students in grades 8-12 who
used marijuana in the past 30 days 25 (2003)

Decrease the percentage of students in grades 8-12 who
drank alcohol in the past 30 days 39 (2003)

Decrease the percentage of students in grades 8-12 who
report depression symptoms 23 (2003)

Most Recent Data
(statewide)

29.9 (2004)

30.1 (2004)

85 (2004)

42 (2005)

85.2 (2004)

8.1 (2004)

24 (2005)

22 (2005)

37 (2005)

22 (2005)

Percent
Change

-10%

-6%

-19%

1%

-4%

-8%

-12%

-5%

-4%




Previous Period's Data Most Recent Data Percent
(statewide) (statewide) Change

Youth Successfully Transition to Adulthood

Decrease the percentage of first births to unmarried teens
without a high school diploma 7.8 (2002) 5.0 (2003) -36%

Decrease the number of young adults (<20) who are first-
time entrants into corrections custody 844 (FY04) 782 (FYO05) -1%

Adults Lead Healthy and Productive Lives

Increase employment rate among adults receiving Reach

Up services 24.9% (FFY04) 26.0% (FFYO05) 4%
Decrease the percentage of Vermonters who smoke 19.5 (2003) 19.9 (2004) 2%
Decrease the percentage of adults who are "binge" drinkers 16.5 (2003) 16.1 (2004) -2%
Increase proportion of children with disabilities who live with data under

their families development

Increase proportion of elders and people with disabilities

receiving state-funded services in home and community- data under
based settings development
Increase employment rate among adults receiving CRT, data under
VR, BVI, DD and TBI services development

Communities Provide Safety and Support to Families and Individuals

Reduce rate of new crimes committed within 3 years' of
release 52% (2000 releases) 54% (2001 releases) 4%

Decrease the # of Vermonters incarcerated per 100,000
population 226 (2003) 233 (2004) 3%

Decrease the # of bed-nights in Vermont's homeless
shelters 100,028 (2004) 101,647 (2005) 2%







Families, Youth, and Individuals Are Involved indih
Community’s Decisions and Activities

Il across Vermont (and, indeed, in many other sjatmmmunities are re-

designing themselves, as they envision the kinasitfomes they want

for their families and individuals, develop systeimsnonitor their

progress, and re-configure their resources to aelmeeasurable results.
Of course, Vermont has a long tradition of smastademocracy, exemplified by Town
Meetings, on which to build.

Unfortunately, there are warning signs that sofite@supports for our
democratic traditions are eroding. An increasiomber of unfilled vacancies and
uncontested races for local offices attests taliffieulty many people have making this
civic contribution. Cynicism about the role of gmmment, time pressures, and concerns
about being targets for criticism all contributethics reluctance.

Another disturbing trend is that the lowest rategater turnout are among the
youngest voters—those aged 18 to 24. In 2004, 424% of eligible voters in this age-
group voted nationwid&.In order to reverse this trend, we need to helgtly develop
“civic competence”—the motivation, knowledge, akdls to get involved in their
communities, including participating in the polalsystem.

The other indicators available for this outcomenedrom a biannual survey of
Vermont youth in grades 8-12. One focuses on xkenéto which youth believe
students are involved in decision-making at thefiro®l. Another measures youth
participation in volunteer activities in their coramities. Yet another looks at how
frequently parents talk with their children abocicol.

National data show that many Americans participatgolunteers in their
communities: more than one in four (28%) say thelynteered between September,
2001, and September, 2002. Rates of volunteererg Wighest among 35- to 54-year-
olds, and higher among women than rein. Vermont, over half (55%) of the
respondents in a recent statewide telephone sumdeated they participated in
volunteer work in the past yearUnfortunately, we don’t have reliable, statewitia on
the many ways adult Vermonters are engaged in tbemmunities, nor (except in the
case of voting) are we able to compare Vermont wiitier states on this outcome, but
this section begins to track an important dimensibcommunity life.

1 U.S. Bureau of the Census. Voting and registraticthe election of November 200¥Vashington, DC.

2 Bureau of Labor Statistics. Volunteering in theitdd States. United States Department of Labor.
Washington, DC, December 2002.

% Bolduc V, & Kessel H. Pulse of Vermont: Qualitylié study 2005. Prepared by the Center for Socia
Science Research at Saint Michael's College onlbehthe Vermont Business Roundtable. South
Burlington, VT, 2005.



What We WantFamilies, Youth, and Individuals Are
Engaged in Their Community's
Decisions and Activities

How We Measure Our Success:

Vermont Students Whose Parents Talk Regularly
With Them About School

100 - 02001
@ 2003
90 4 W 2005

80 ~
70 4
60
50 ~
40 ~
30 ~
20 4

10 ~

0

Percent reporting parent talk with them about school at
least weekly

8th grade 9th grade  10th grade  11th grade 12th grade Overall

Sources: VT Youth Risk Behavior Survey. Note: National data not available for this indicator.

8th grade 9th grade 10th grade 11th grade 12th grade Overall
2001 73 75 75 77 75 75

2005 78 79 77 79 79 78

The Story Behind the Data

Children whose parents are involved in their edooategardless of family
income or background, are more likely to succeedwiftg regular attendance, earning
better grades, and completing more years of sampbliYoung people who report
feeling “connected” with their parents are lesglykto engage in risky behaviors.
Parental expectations regarding school achievearerdlso associated with lower levels
of students’ risk behaviors.

Unfortunately, many types of parental involvemestlohe as children progress
through school, in spite of evidence that adoles;gumst as much as younger children,
need their parents’ continued support. For thilkcator, at least, Vermont doeot see this
trend, which is encouraging. However, about onievinstudents reports talking about
school with parents less than once a week.



Data by Vermont Region

VT Counties Grades 8-12

2001 2003 2005
Addison 72 75 76
Bennington 74 73 76
Caledonia 74 74 76
Chittenden 78 78 81
Essex 70 76 n/a
Franklin 70 72 73
Grand Isle 75 74 75
Lamoille 75 74 78
Orange 73 76 78
Orleans 70 70 73
Rutland 75 75 77
Washington 75 77 76
Windham 74 75 79
Windsor 75 76 79

For data by school supervisory union area, sedke Community Profiles
http://humanservices.vermont.gov/publications/comitytprofiles

For Additional Information

For more Vermont Youth Risk Behavior Survey datata
www.state.vt.us/adap/yrbs2005statewidereport.pdf

For more information about what works in promotpuasitive youth development, go to
http://humanservices.vermont.gov/publications/whatks-promoting-positive-youth-
development-in-your-community/view

! Henderson AT, & Mapp KL. A new wave of evidencéeTimpact of school, family, and community
connections on student achievement. Southwestdfidnal Development Laboratory. 2002. Available at
www.sedl.org/pubs/catalog/items/fam33.html

2 Resnick MD, Bearman PS, Blum R Wm, Bauman KE. rida&¢M., Jones J, Tabor J, Beuhring T, Sieving
RE, Shew M, Ireland M, Bearinger LH, & Udry JR.oRacting adolescents from harm: Findings from the
National Longitudinal Study on Adolescent Healftaurnal of the American Medical Associati@78,
823-832, 1997.

3 Vermont Department of Health and Vermont DepartnoéfEducation. 2005 Vermont Youth Risk
Behavior Survey. Burlington, VT: Author. 2005.



What We WantFamilies, Youth, and Individuals Are
Engaged in Their Community's
Decisions and Activities

How We Measure Our Success:

Vermont Students Involved in

School Decision-Making
70 q

[0 Switzerland: 65 pct. 02001

60 4 32003
2005

50 1

40

30 4

20 1

10 ~

0

Percent reporting they help decide what goes on in school

8th grade 9th grade 10th grade  11th grade  12th grade Overall

Sources: VT Youth Risk Behavior Survey; U.S. DHHS,

HRSA. Note: National data not available for this indicator.

8th grade 9th grade 10th grade 11th grade 12th grade Overall
2001 51 51 44 43 45 47
2005 44 48 48 42 48 46

The Story Behind the Data

Skills of civic participation should be nurtureadapracticed, long before adulthood.
School is a natural community for most young peopiel an arena where important decisions
affecting their lives are made.

Students who feel a strong sense of connectiontivitin schools—a sense that they are
treated fairly, that teachers and other adultstibare about them, and that school is a safe (and
stimulating) place—are less likely to engage iflance and substance abysed may be more
likely to do better academically. The U.S. rank®ag the lowest five countries in the percent of
students reporting they participate in making stholes, according to a 29-nation survey.
Vermont now has three years’ data from its bianMaaith Risk Behavior Survey on students’
role in school decision-making. Data to date skiawindicator as fairly stable, though there
have been consistent year-to-year declines in emget among eighth gradérs.



Vermont has taken some important steps towardiogeatore opportunities for youth to
be engaged in the settings that matter to thenr. State Board of Education includes two student
members. Many local districts have school boaridls @ther student representatives or advisors.
Many of our Regional Partnerships have createdhyoatincils that administer funds to support
community-based programs aimed at promoting saledaung-free activities for young people.

Data by Vermont Region

I F r
VT Counties Grades 8-12 r
2001 2003 2005 Y
Addison 45 46 46
Bennington 49 46 46
Caledonia 54 55 54
Chittenden 49 50 52
Essex 42 37 n/a
Franklin 44 39 42
Grand Isle 49 47 56
Lamoille 51 43 42
Orange 44 45 48
Orleans 47 44 37
Rutland 46 42 41
Washington 49 47 49
Windham 43 46 41
Windsor 47 47 43

For data by school supervisory union area, sedkte Community Profiles
http://humanservices.vermont.gov/publications/comitytprofiles

For Additional Information

For more Vermont Youth Risk Behavior Survey dataiq
www.state.vt.us/adap/yrbs2005statewidereport.pdf

For more information about what works in promotpagitive youth development, go to
http://humanservices.vermont.gov/publications/wiatks-promoting-positive-youth-
development-in-your-community/view

! Resnick MD, Bearman PS, Blum R Wm, Bauman KE. rida&¢M., Jones J, Tabor J, Beuhring T, Sieving
RE, Shew M, Ireland M, Bearinger LH, & Udry JR.oRacting adolescents from harm: Findings from the
National Longitudinal Study on Adolescent Healflaurnal of the American Medical Associati@78,
823-832, 1997.

2 U.S. Department of Health and Human Services, tHé&sources and Services Administration. U.S.
teens in our world. Rockville, MD, 2003.

3 Vermont Department of Health and Vermont DepartroéfEducation. 2005 Vermont Youth Risk
Behavior Survey. Burlington, VT: Author. 2005.
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What We WantFamilies, Youth, and Individuals Are
Engaged in Their Community's
Decisions and Activities

How We Measure Our Success:

100.0 T Percent of Eligible Population Voting
90.0 + in Presidential Elections
- 80.0
i 70.0 Vermont
§ c00 L W
g uU.S.
'(_% 50.0 +
2
2 400 +
‘3, 30.0 + About 7 in 10 voting-eligible Vermonters
% actually voted in 2004.
< 200+
B Sources: Vermont Office of the Secretary of State;
& 10.0 + U.S.Bureau of the Census, Current Population
Reports .
0.0 T T T T T 1
1980 1984 1988 1992 1996 2000 2004
1980 1984 1988 1992 1996 2000 2004
Vermont 58.9 61.3 60.7 68.6 59.5 63.6 67.3
u.S. 59.2 59.9 57.4 61.3 54.2 55.0 63.8
VT Rank n/a n/a n/a 14 18 13 16

("1" is highest)

The Story Behind the Data

Voting in national elections every four years israde but important measure of
the exercise of a fundamental right in our demograks in other states, Vermont's voter
turnout (the percent of eligible voters who actyalyte) varies with the perceived
importance of the issues and candidate races doellw; it also is a measure of citizens'
faith in their ability to “make a difference” thrgh their votes.

Sadly, only a bare majority of the eligible popigdattypically votes. In 2004 (the
most recent presidential election year for whictadae available), only 58% voted
nationally. Americans cite time constraints asdimgle biggest reason they didn’t vote;
problems related to iliness, disability, or a famgimergency were cited second; apathy
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about the political process was cited next mogroft Vermonters generally do
somewhat better: 67% of eligible voters particigate2004, 104,000 moikéermonters
voting than in 1994. There are some specific steps that the statetmagisider to
increase participation, including standardizindipglhours, allowing same-day
registration, and registration at the time of hsghool graduation.

Data by Vermont Region

VT Counties 1996 2000 2004 —
Addison 59.6 64.4 65.3
Bennington 62.2 62.2 66.0
Caledonia 56.5 61.4 60.6
Chittenden 58.9 63.9 67.0
Essex 52.8 59.9 57.2
Franklin 535 58.8 56.9
Grand Isle 69.8 70.3 68.3
Lamoille 57.2 64.2 64.5
Orange 63.0 70.0 66.2
Orleans 52.8 61.7 57.9
Rutland 57.9 60.2 62.0
Washington 61.2 66.9 68.2
Windham 58.8 63.3 67.3
Windsor 64.1 65.9 67.2

For data by school supervisory union area, sedtte® Community Profiles
http://humanservices.vermont.gov/publications/comityprofiles

For Additional Information

Information for voters from Vermont’s SecretarySiate:http://vermont-
elections.org/elections1/voters.html

1 U.S. Bureau of the Census. Voting and registnaticthe election of November 200¥Vashington, DC.

? Ibid.
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What We WantFamilies, Youth, and Individuals Are
Engaged in Their Community's
Decisions and Activities

How We Measure Our Success:

Vermont Towns With Citizen-Led
Reparative Boards and Criminal Justice Centers

50 -
45 A
40 A
35 1
30 1
25 1
20 1
15 4
10 A

5 4

0 T T T T T T |
1997 1998 1999 2000 2001 2002 2003 2004

Source: VT Dept. of Corrections.

The Story Behind the Data

One of the most important functions of a commurstyo maintain for its
residents a sense of safety and justice (see pQ#28munities Provide Safety and
Support for Families and Individugls Restorative Justice is a growing movement that
recruits local citizens to serve on boards or pgral with Community Justice Centers,
that respond to breaches of public safety by hgdrom victims, requiring
accountability from offenders, and establishing sviyrepair the damage done to
individuals and communities.

In Vermont, hundreds of citizens serve on more Banreparative boards or
panels. In addition, as of September, 2005, therdl1 Community Justice Centers
around the state, providing dispute mediation, wrémg, and opportunities for
community dialogue, in addition to dealing with heitions®
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Data by Vermont Region

AHS Districts
Status as of 2005

Barre 8 Reparative Boards, 2 Community Justice Centers
Bennington 3 Reparative Boards

Brattleboro 5 Reparative Boards, 1 Community Justice Center
Burlington 12 Reparative Boards, 2 Community Justice Centers
Hartford 6 Repartive Boards, 1 Community Justice Center
Middlebury 2 Reparative Boards

Morrisville 5 Reparative Boards

Newport 4 Reparative Boards, 1 Community Justice Center
Rutland 3 Reparative Boards, 1 Community Justice Center
Springfield 4 Reparative Boards, 1 Community Justice Center
St. Albans 7 Reparative Boards, 1 Community Justice Center
St. Johnsbury 4 Reparative Boards, 1 Community Justice Center

For Additional Information

To learn more about how to get involved with commujustice efforts, contact the
Department of Corrections:
www.doc.state.vt.us/volunteer_opportunities/comriyumeparative/

1 Vermont Department of Corrections. Facts & FigufeY 2005.
www.doc.state.vt.us/pageflip/pageflip.pl/index?basbk2005
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Pregnant Women and Young Children Thrive

0 period of life is more important to human devetgmt than the months leading up to

and following birth. Studies reveal remarkableitectivity andsensitivity to features

of the environment outside the womb, long beforthbiFor example, months prior to
birth, the developing infant can distinguish soundls particular, language—in its
immediate surroundings.

A healthy start begins with a healthy pregnanay early, comprehensive prenatal care.
It is important to ensure that services and sugEmg available during this critical time.
Vermont has had a generally excellent record iwvignog access to good prenatal care for
pregnant women, and in promoting healthy birther éxample, our state was best in the nation
in a recent ranking by percent of births which wemeterm: However, pregnant women who
smoke (currently self-reported at about 18% in Mamthor who use alcohol (self-reported at
around 1% are important groups to reach with the messagdeathmding or reducing these
behaviors can directly improve outcomes such &s @it miscarriage, low birthweight, and
mental retardation.

We also know that families with a newborn need éftsupport. Vermont has set out to
make sure every such family is offered a persomdtome from community members, and a
connection to the supports the community offers.

Infancy and early childhood are periods of astanglgrowth and development. The
brain development research makes clear that thigiise of greatest malleability not only for
what, but how, children think and feel. Connectiamong brain cells multiply rapidly during
this period, and the quality of children’s expeoershapes which responses are strengthened, and
which are diminished or lost. The fundamentalbedlth, language and other learning
opportunities, human relationship, and emotionspoasiveness established during this period
will affect later success in all areas of life.

One reason for Vermont's positive record in thesaas our high participation rate in the
Special Supplemental Nutrition Program for Womerfamts, and Children, commonly known as
WIC. WIC is a federally funded program that praschealth screening, health and nutrition
education, and food supplements, and assures godesalth care, for low-income pregnant and
postpartum women, and children 0-4 years old. Adicg to the U.S. Department of
Agriculture, 93% of the income-eligible populationVermont are served by the progranmvIC
has proven to be a highly cost-effective prograstineates are that every dollar spent on WIC
saves $2-$4 in Medicaid coéts.

Our current indicators for this area focus onkstarvival and basic preventive health
care; we need to develop additional indicatorswhthigauge the well-being of our very youngest
community members.

! The Annie E. Casey Foundation. The right startmerica’s newborns: City and state trends (1990-
2001). www.aecf.org /kidscount/rightstart/inderahtlanuary 29, 2004.

2 Vermont Department of Health. Vital Statisticst®&ystem. Burlington, VT.

% Vermont Department of Health. Personal commuitioawith Donna Bister. Burlington, VT, March
2003.

* U.S. Department of Agriculture. Press conferemtéhe Women, Infants & Children Program, Remarks
of Secretary Dan Glickman. Washington, DC, May 11597
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What We WantPregnant Women and
Young Children Thrive

How We Measure Our Success

Early Prenatal Care

100 7 (care beginning in the first trimester)

95 +

Year 2010 Goal
e[ I I I I i
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75 + 9 out 10 Vermont pregnant

women receive early

. . prenatal care.
Sources: Vermont Vital Statistics System;

70 + National Center for Health Statistics. *U.S. 2003
data are preliminary.
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The Story Behind the Data

Early, comprehensive prenatal care is one of thst mgportant factors in
ensuring a healthy pregnancy and birth. Early garvisits afford a woman and her
health care provider opportunities to assess tskshealthy pregnancy and birth, and to
recommend appropriate respons€anversely, lack of prenatal care is strongly
associated with poor pregnancy and birth outconigational data indicate that women
who receive little or no prenatal care are mucheniely to deliver pre-term, and to
have low birthweight babies. Much greater riskrfaaternal and infant mortality is also
associated with lack of prenatal care.

As of 2003 Vermont has met theYear 2010 goal teemse the proportion of
pregnant women receiving first trimester care t%3%0In 2003 Vermont ranked third
best among the states. Nationally, rates of gadgpatal care are much higher for whites
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than for non-whites; among non-Hispanic whites,vent ranks ¥ best on this
indicator?

Data by Vermont Region

VT Counties 1999 2000 2001 2002 2003

Addison 87.7 85.4 88.8 89.3 90.1
Bennington 89.9 87.8 90.9 92.6 90.4
Caledonia 88.7 90.8 88.2 89.0 87.7
Chittenden 88.7 89.8 91.2 90.2 91.8
Essex 84.5 80.6 86.4 84.9 90.4
Franklin 90.7 91.9 93.2 92.9 94.1
Grand Isle 87.7 92.8 88.9 89.7 90.9
Lamoille 83.6 88.1 88.2 88.5 89.4
Orange 87.3 89.7 91.6 93.3 93.4
Orleans 84.7 88.8 86.0 84.6 94.2
Rutland 84.6 86.3 82.8 82.6 85.9
Washington 86.8 86.9 89.8 87.6 91.2
Windham 87.0 85.8 90.2 87.9 86.5
Windsor 91.1 88.0 89.4 87.0 90.1

For data by school supervisory union area, sedke Community Profiles
http://humanservices.vermont.gov/publications/comitytprofiles
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Percent of mothers
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Late or No Prenatal Care

(care beginning after the second trimester, or no care)

uU.S.

About 1 in 67 Vermont pregnant
women received late or no prenatal

care in 2004.
2.0 \f_J\_\

Sources: Vermont Vital Statistics System; Vermont
National Center for Health Statistics.
*U.S. 2003 data are preliminary.

1992 1993 1994 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004

Vermont

1992 1993 1994 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004

U.S.

VT Rank

26| 241 21 19 24 20 2¢ 2B 20 147 Y6 16 1.5
52| 48| 44| 42 44 39 39 3B 399 37 46 35 BPB6
8 6 6 4 4 5 4 9 11 3 4 4] n/g

("1" is lowest)

In 2004, only 1.5% of Vermont women who gave botitained late (after the
sixth month of pregnancy) or no prenatal cacempared to 3.6% for the nationAs of
2003, Vermont ranked fourth best among statespinioest among states’ rates for non-
Hispanic white$.
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Data by Vermont Region

VT Counties 1999 2000 2001 2002 2003

Addison 2.7 4.3 1.6 2.2 0.8
Bennington 1.3 0.9 15 1.9 15
Caledonia 3.5 0.6 2.2 15 2.3
Chittenden 2.3 2.7 15 1.2 1.4
Essex 1.4 6.5 7.6 3.8 3.8
Franklin 1.7 1.6 0.8 1.2 0.7
Grand Isle 4.1 2.9 0.0 1.7 0.0
Lamoille 4.7 1.2 1.4 15 1.9
Orange 1.1 1.9 0.8 0.7 2.2
Orleans 1.1 0.7 1.8 1.8 2.2
Rutland 3.1 1.4 3.4 2.8 3.2
Washington 2.6 2.5 1.6 1.6 1.3
Windham 3.0 2.7 2.2 1.8 2.7
Windsor 1.4 1.2 1.2 0.8 0.9

For Additional Information

Vermont Department of Healtlyomen’s Health Status Report
www.healthyvermonters.info/admin/pubs/WomenHeakih&03. pdf

! Centers for Disease Control and Prevention.eStpecific trends among women who did not receive
prenatal care—United States, 1980-198MMWR 43, no. 50, December 23, 1994.

2 Vermont Department of Health. Vital Statistics ®&ystem. Personal communication with Michael
Nyland-Funke, December 2004.

3 Martin JA, Hamilton BE, Sutton PD, Ventura SJ, Meker F, and Munson ML. Births: Final data for
2003.National Vital Statistics Reports, 5d0. 2. Centers for Disease Control and PrevepS8eptember
2005.

* Vermont Department of Health. Vital Statisticst®8&ystem. Personal communication with Michael
Nyland-Funke, December 2005.

® Hamilton BE, Martin JA, Ventura SJ, Sutton PD, &tehacker F. Births: Preliminary data for 2004.
National Vital Statistics Reports, 5do. 8. Centers for Disease Control and Prevenbecember 2005.

® Martin JA, Hamilton BE, Sutton PD, Ventura SJ, Meker F, and Munson ML. Births: Final data for
2003.National Vital Statistics Reports, 5do. 2. Centers for Disease Control and PrevenSeptember
2005.
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What We WantPregnant Women and
Young Children Thrive

How We Measure Our Success:

. . *
Smoking During Pregnancy
(*Note: Data reflect incomplete reporting and may not be reliable)
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The Story Behind the Data

The damaging effects of cigarette smoking extetaltime earliest stages of life.
When a woman smokes during her pregnancy, her isadiyrisk for a number of poor
outcomes, including low birthweight, infant mortgliand health problems during
childhood, including ear infections, overweightdanental retardatioh.

The nationwide costs annually attributable to smgkduring pregnancy have
been estimated at $1.4 to $2 billion (1995 dollar3he encouraging news is that rates of
smoking during pregnancy appear to be coming dawv00b6 decline nationally between
1990 and 2002). This is likely due to overall efforts to redugaaking, as well as
special efforts to reach pregnant women with thissagé. In Vermont, we have seen
inconsistent declines, and our rates have remdimgdebr than national figures. Vermont
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ranked 4% in 2002, among 49 states reporting these daeamunt teens (ages15-19)
are more than twice as likely to smoke during peegy as Vermont women overall, and,
according to data collected by the Centers for &seControl, have the highest rate of
smoking during pregnancy for teens among all taees? WIC program data suggest
that low-income women are also much more likelyefaort smoking during pregnanty.
Moreover, it is likely that these data (both nadilbyy and in Vermont) are under-
reported. The Department of Health has improved thata-reporting procedure for this
indicator, and this may account for some or athefrecent increases in these figures.

Related AHS Performance MeaSUb&crease the percentage of

pregnant women enrolled in WIC who smoke.

For Additional Information

Our Smokers' Toll-Free Quit Line: 877-YES-QUIT {8937-7848)

! Mathews TJ. Smoking during pregnancy, 1990-96tional Vital Statistics Report47, no. 10.

National Center for Health Statistics, 1998. Dr& Murphy CC, Yeargin-Alsopp M, and Decoufle P
(1996). The relationship between idiopathic merdgtdrdation and maternal smoking during pregnancy.
Pediatrics 97, no. 4, 547-553. Stathis, SL, O’Callaghan, M, liafhs, GM, Najman, JM, Andersen, MJ, &
Bor, W (1999). Maternal cigarette smoking duringgmancy is an independent predictor for symptoms of
middle ear disease at five years’ postdelivédPediatrics 104, no. 2. Chen A, Pennell ML, Klebanoff MA,
Rogan WJ, & Longnecker MP. Maternal smoking dupnggnancy in relation to child overweight:
Follow-up to age 8 yeardnternational Journal of Epidemiolog85 (1) (2006), 121-130.

2 Centers for Disease Control and Prevention. (L198%dical-care expenditures attributable to smgki
during pregnancy—United States, 1998MWR 46, 1217-1220.

3 Hamilton BE, Martin JA, and Sutton PD. BirthseRminary data for 2003National Vital Statistics
Reports, 53n0. 9. Centers for Disease Control and Prevenhawvember 2004.

* Mathews TJ, op. cit.

® Centers for Disease Control and Prevention. Smgp#tiring pregnancy—United States, 1990-2002.
MMWR 53, 911-917. October 2004.

® In 2004, 32% of women enrolled in WIC smoked dgmpregnancy. Centers for Disease Control and
Prevention. 2004 Pregnancy Nutrition Surveillanéermont. Atlanta, GA: Author, 2005.
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What We WantPregnant Women and
Young Children Thrive

How We Measure Our Success:
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The Story Behind the Data

Low birthweight (5.5 pounds or less) is the greiasagyle risk to infant health.
Low birthweight babies are nearly twice as likalyhtave severe developmental delays,
birth defects, or long-term disabilities, includitogver academic achievement.
Smoking, inadequate prenatal care, and teen pregraaia three known factors
associated with low birthweight.

Internationally, in recent years the United Stasaks only 1 best among
industrialized nation$. Fortunately, most babies born in Vermont havealthy weight
at birth. However, we are not succeeding in reapitie rate of low birthweight
Although we do not understand all that underlies ttend, smoking during pregnancy is
a primary factor, and Vermont has much room forriorpment here (see p. 22). In
2004, 6.4% of babies born in Vermont had a lowhbigight 3 The U.S. rate for 2003
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was 7.9%. In 2003, Vermont ranked"I6west among the statésTheHealthy
Vermonters 200@oal of no more than 5% low birthweight infantsswent achieved, and
has been carried over as the Year 2010 goal.

Data by Vermont Region

VT Counties 1999 2000 2001 2002 2003

Addison 4.7 3.6 4.9 55 6.4
Bennington 5.0 7.5 4.9 9.0 5.5
Caledonia 8.6 55 6.1 5.0 6.9
Chittenden 5.3 6.4 7.0 4.8 6.9
Essex 5.6 7.8 10.1 9.1 5.6
Franklin 5.0 6.2 54 6.8 9.0
Grand Isle 6.3 6.8 4.5 9.2 8.5
Lamoille 7.5 9.3 4.4 6.4 8.6
Orange 3.6 7.3 5.6 7.0 6.1
Orleans 4.3 55 3.8 7.6 4.6
Rutland 5.9 6.1 55 8.5 8.4
Washington 8.1 4.2 5.3 5.8 8.1
Windham 5.2 4.6 7.7 5.9 4.6
Windsor 5.7 7.4 5.8 7.5 6.8

For data by school supervisory union area, sedkife Community Profiles
http://humanservices.vermont.gov/publications/comitytprofiles

! Vermont Department of Health. Memo on "The He&tatus of Vermonters." Burlington, VT, June
1992. Conley D, and Bennett NG. Is biology de&irgirth weight and life chance#&merican
Sociological Review65, 458-467. June, 2000. Breslau N, Paneth NSl anid VC. The lingering
academic deficits of low birth weight childreRediatrics 114, 1035-1040. October 2004.

2 UNICEF. The state of the world's children, 1998w York, 1999. Based on data for 1990-97.

3 Vermont Department of Health. Vital Statisticst®&ystem. Personal communication with Michael
Nyland-Funke, December 2004.

* Martin JA, Hamilton BE, Sutton PD, Ventura SJ, Meker F, and Munson ML. Births: Final data for
2003.National Vital Statistics Reports, 5do. 2. Centers for Disease Control and PrevenSeptember
2005.
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What We WantPregnant Women and
Young Children Thrive

How We Measure Our Success:

Breastfeeding Among WIC Mothers
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(Note: National data are not available for thisicadbor.)

The Story Behind the Data

The benefits of breastfeeding, for both mother laaloly, are well-established,
although there are circumstances when breastfeemg possible or desirable for
particular mothers or infants.

Most recent mothers nationwide breastfeed theiigs&bAccumulating research
shows that breastfeeding makes important contohstinot only to infant health and
development, but to mothers’ health. Breastfeebtimmgs additional economic benefits
to families, the health care system, and the wadgal More women should be
encouraged to breastfeed their infants, and heat#hpersonnel, families, employers,
and others need to lend their supgort.
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Data by Vermont Region

AHS Districts 2000 2001 2002 2003 2004
Percent
Barre 62 63 67 66 69
Bennington 54 51 56 55 57
Brattleboro 70 70 72 73 76
Burlington 62 68 69 69 70
Hartford 72 78 77 76 74
Middlebury 68 75 78 78 78
Morrisville 77 78 78 76 76
Newport 55 66 60 67 68
Rutland 56 53 56 55 58
Springfield 47 54 65 62 66
St. Albans 50 49 49 49 53
St. Johnsbury 68 74 75 72 72

For Additional Information

Vermont Department of Health, Breastfeeding Ressirc
http://healthvermont.gov/family/breastfeed/resoaraspx

! American Academy of Pediatrics. Breastfeedingteduse of human milkPediatrics 115 (February
2005), 496-506.

2 National Center for Health Statistics. Fertilitgmily planning, and reproductive health of U.Somén:
Data from the 2002 National Survey of Family Groweries Reports 23, no. 25 (PHS) 2006-1977. 2005.

% U.S. Department of Health and Human Services.SHHieprint for action on breastfeeding,
Washington, DC. U.S. Department of Health and Hu@arvices, Office on Women's Health, 2000.
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What We WantPregnant Women and
Young Children Thrive

How We Measure Our Success:

Families Receiving "New Baby" Visits
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The Story Behind the Data

A family with a newborn needs lots of help! Traalially, help came from
extended family and neighbors—and in many casksles. However, especially
today, not all families have ready access to theskiof support they need: answers to
guestions about parenting, about caring for thaiyh about where to turn for additional
resources.

Home-visiting, which can be carried out by nurseetber professionals, or by
trained community volunteers, can be an effectixategy for providing new families
with helpful information, and a stronger connectiotheir communities. Home-visiting
has also been shown to reduce the likelihood dfl @ibuse and childhood injury, to help
parents manage chronic illnesses of childhood tampdomote more positive parenting
practices.

Vermont may be the only state committed to offearfgome visit to every family
with a newborn. Not all families want, or needamne visit, and sometimes helpful
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information can be exchanged through a phone@aih an office visit with a

pediatrician or other service-provider. In 200¥ptigh our Healthy Babies Program, and
through the “Welcome Baby” programs of our Sucd®sSix initiatives throughout the
state, we estimate that we reached 85% of familifsnewborns face-to-face,
personalized information on community supports senices. We believe this modest
early investment can pay huge dividends down tie li

Data by Vermont Region

AHS Districts 2001 2002 2003 2004 2004

Percent
Barre 83.7 84.2 98.5 125.2 118.3
Bennington 117.5 115.6 149.1 192.3 43.5
Brattleboro 84.6 98.3 155.9 153.2 156.5
Burlington 65.7 104.5 117.4 80.6 73.0
Hartford 76.7 106.7 80.8 74.1 65.9
Middlebury 76.7 72.7 102.4 80.8 52.8
Morrisville 99.4 82.7 76.2 130.6 44.0
Newport 154.3 183.7 1926 1259 116.6
Rutland 76.8 97.0 61.3 64.0 132.5
Springfield 78.7 64.7 144.0 93.2 97.4
St. Albans 126.0 106.7 67.3 66.3 30.0

St. Johnsbury 71.7 106.7 117.6  137.7 75.5

For Additional Information

Success By Six Annual Reponttp://humanservices.vermont.gov/publications/varmo
s-success-by-six-initiative/view

Healthy Babies, Kids, and Families:
www.dcf.state.vt.us/cdd/programs/prevention/hbkigix. html

! Olds DL, & Kitzman H. Review of research on honisiting for pregnant women and parents of young
children. The Future of Childref3, no. 3, 53-92. Center for the Future of ChildrEhe David and Lucile
Packard Foundation, Winter, 1993. Kitzman, H, s Henderson CR Jr., Hanks C, Cole R, Tatelbaum
R, McConnochie KM, Sidora K, Luckey DW, Shaver hgélhardt K, James D, & Barnard K. Effect of
prenatal and infancy home visitation by nurses @gpancy outcomes, childhood injuries, and repeated
childbearing. The Journal of the American Medical Associatidng 644-652, 1997.

2 Vermont Agency of Human Services. Community Resfdatabase. Waterbury, VT.
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What We WantPregnant Women and
Young Children Thrive

How We Measure Our Success:

907 Infant Mortality
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The Story Behind the Data

The infant mortality rate refers to the number eaths of babies under one year
old, per 1,000 live births. This indicator reflettoth mothers’ health and the quality of
the health care system. Internationally (as 0©)98t least 29 industrialized countries
(including Sweden, Japan, Germany, Canada, anchSmedl rates of infant mortality
lower than that of the U.S.much of this difference is accounted for by owghleir rates
of low birthweight and preterm delivefyThe leading causes of infant death in Vermont
include birth defects, complications associatedhwrematurity, and Sudden Infant
Death Syndrome (SIDS).Research has shown SIDS risk can be reducethiftmare
put to sleep on their backs—a simple preventivesmed Breastfeeding has also been
shown to be associated with fewer infant deaths.
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Vermont generally has one of the lowest infant @ddyt rates in the nation. In 2004,
there were 29 resident infant deaths, for a rate4per 1,000 live birth.In 2003 (the
most recent year for which rankings are availaWkmont ranked fifth lowest among
states. However, Vermont’s record is not as gobdnone looks at infant mortality just
among whites, which are the overwhelming majoritpir stat€.

Data by Vermont Region

VT Counties 1999 2000 2001 2002 2003
Number of Infant Deaths

Addison 4 2 0 1 2
Bennington 2 3 3 0 1
Caledonia 3 1 1 1 2
Chittenden 15 14 5 2 11
Essex 0 0 1 0 0
Franklin 2 4 4 5 9
Grand Isle 1 2 1 2 1
Lamoille 0 3 1 1 1
Orange 0 0 2 1 1
Orleans 2 1 0 1 1
Rutland 2 3 6 7 3
Washington 4 2 7 2 1
Windham 1 1 2 3 0
Windsor 1 3 2 1 0

1 UNICEF. The state of the world's children, 200lew York, 2001.
2 |bid.

3 Vermont Department of Health. Health status rep@8: Selected Vermont health status indicators,
1993-1997. Burlington, VT, 1998.

* Hunt CE, Lesko SM, Vezina RM, McCoy R, Corwin Mdandell F, Willinger M, Hoffman HJ, and
Mitchell AA. Infant sleep position and associatezhlth outcomesArchives of Pediatric & Adolescent
Medicine 157, 469-474. May 2003.

®Chen, A, & Rogan WJ. Breastfeeding and the rigkostneonatal death in the United Statesdiatrics
113 May 2004.

® Vermont Department of Health. Vital Statisticst®&ystem. Personal communication with Michael
Nyland-Funke, March 2006.

" Hoyer DL, Heron MP, Murphy SL, & Kung H-C. DeattFinal Data for 2003National Vital Statistics
Reports, 54no. 13. April 19, 2006.
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What We WantPregnant Women and
Young Children Thrive

How We Measure Our Success:

Percent Vermont Children 0-4 Receiving Welfare
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The Story Behind the Data

Young children are arguably the most vulnerabléwis of poverty (see p. 76).
Unfortunately, poverty rates are highest in farsikdth young children. This indicator
highlights those Vermont families receiving Reaghdérvices. Reach Up (Vermont's
TANF program, formerly Aid to Needy Families witthi@iren) is available mostly to
poor single-parents with children (see p. 248).ilevine welfare reform initiated in the
mid-1990s was successful in getting many of thesenis into paid employment, in
many cases their wages do not lift them out of pggveAnd, of course, their children
require child care while the parent is working.ide&nce to date is still inconclusive as to
whether welfare reform has brought any net benetivese childreh. As the
accompanying chart shows, these numbers decliee@lgtduring the 1990s, then rose
again with the economic downturn in the early yedrhe present decade.
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Data by Vermont Region

VT Counties 2000 2001 2002 2003 2004
Addison 7.2 6.0 5.6 6.4 6.2
Bennington 16.9 12.2 17.2 14.7 13.8
Caledonia 11.5 9.7 11.2 12.1 11.6
Chittenden 8.0 6.9 7.6 8.0 7.6
Essex 15.2 14.9 10.0 14.0 9.6
Franklin 10.9 8.5 9.6 10.0 0.0
Grand Isle 10.2 6.8 8.1 6.6 8.8
Lamoille 8.2 5.6 6.0 6.9 6.7
Orange 9.0 6.7 9.2 9.4 8.6
Orleans 13.4 10.0 10.3 12.5 12.9
Rutland 13.9 10.1 13.1 13.1 13.5
Washington 10.0 7.4 8.7 8.9 7.0
Windham 9.7 9.0 10.4 10.4 11.2
Windsor 10.2 6.5 9.0 9.1 8.0

For data by school supervisory union area, sedke Community Profiles
http://humanservices.vermont.gov/publications/comitytprofiles

For Additional Information

Annual Report to the Governor and the General Abeon Vermont's Reach Up
Programwww.dsw.state.vt.us/wrp/wrppdf/RU_annu_rpt 2006.pdf

! Child Trends. The unfinished business of welfaferm: Improving prospects for poor children and
youth. Washington, DC: Author. April, 2002.



32

What We WantPregnant Women and

Young Children Thrive

How We Measure Our Success:

Rate per 1,000 Population
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(Note: National data are not available for thisidadbor.)

The Story Behind the Data

Injuries are the leading cause of death in thesgr@up, and motor-vehicle
crashes account for most of these. Adults can prelpent many injuries by ensuring the
proper and consistent use of car safety seatsadaty delts, bicycle/skate/ski/board

helmets and

Data for this indicator reflect only those injuriesulting in hospital admission;
they do not include injuries treated in emergeromms or doctors’ offices. Thus, the

data may be

other protective gear, and by keepomgels “child-safe.”

sensitive to regional differencesdattnent practices.
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Data by Vermont Region

VT Counties 1999 2000 2001 2002 2003
Addison 87.7 85.4 88.8 89.3 90.1
Bennington 89.9 87.8 90.9 92.6 90.4
Caledonia 88.7 90.8 88.2 89.0 87.7
Chittenden 88.7 89.8 91.2 90.2 91.8
Essex 84.5 80.6 86.4 84.9 90.4
Franklin 90.7 91.9 93.2 92.9 94.1
Grand Isle 87.7 92.8 88.9 89.7 90.9
Lamoille 83.6 88.1 88.2 88.5 89.4
Orange 87.3 89.7 91.6 93.3 93.4
Orleans 84.7 88.8 86.0 84.6 94.2
Rutland 84.6 86.3 82.8 82.6 85.9
Washington 86.8 86.9 89.8 87.6 91.2
Windham 87.0 85.8 90.2 87.9 86.5

Windsor 91.1 88.0 89.4 87.0 90.1
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What We WantPregnant Women and
Young Children Thrive

How We Measure Our Success:

2-Year-Olds Fully Immunized
Year 2010 Goal
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Vermont
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Note: I-bar shows sampling
margin of error at 95%
confidence level.
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9 out of 10 Vermont two-year-olds
have all recommended

20 4 immunizations.

Source: Centers for

Disease Control and *1989 data from 1991
Prevention. retrospective survey.
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The Story Behind the Data

These are a marker of ongoing, preventive health foa children. Good health,
including recommended immunizations, is a preretgier success in school, as well as
for overall development.

Immunizations are also among the most cost-effedtivestments in prevention:
inexpensive in themselves, they pay dividends ntemgs over in avoided health care
costs—about $22 for every $1 investe@hildren should be vaccinated against childhood
diseases such as diphtheria, pertussis, polio, mumeasles, rubellél. influenza b
hepatitis B, and chicken pox. According to a recgtional survey, Vermont was
fifteenth highest among the states in the percewa-year-olds fully immunized.

Some young children in our state who do not hageghmmunizations have parents who
are opposed to them; other families may be diffitureach with this public health
message. Adealthy Vermonters 201gbal is to have the proportion of children under
age two fully immunized at no less than 90%. Adiedhe state distributes vaccines at
no charge to doctors and clinics, reducing the t&milies.
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Efforts to take our progress even further will led by a planned statewide

immunization registry, which will allow more comimensive monitoring of children's
immunization status.

For Additional Information

The AHSCommunity Profileseport immunization rates for kindergartnddy, SCh@l supervisory
union area. Sehbttp://humanservices.vermont.gov/publications/comitytprofiles

! Hatziandreu EJ, et al. The costs and benefithitddhood immunization. The Battelle Medical,
Technology, Assessment and Policy Research Proganter for Public Health Research and Evaluation.
Arlington, VA, 1993.

2 Centers for Disease Control and Prevention. ddati state, and urban area vaccination coveragagm
children aged 19-35 months—United States, 20@8MWR 54, 717-721. Note: "Fully immunized" is
defined as four doses of DTP vaccine (diphtheetrtus, pertussis), three doses of polio vaccime dose
MMR vaccine (measles, mumps, rubella), and threseslof Hib Haemophilus influenzgype b) vaccine
by age two.
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What We WantPregnant Women and
Young Children Thrive

How We Measure Our Success:

350, WIC-Enrolled Children Overweight or At Risk
Vermont
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Vermont| 207 | 288 | 287 | 302] 30.1]
(Note: National data are not available for thisicadbr.)

The Story Behind the Data

It is no longer news that Americans have a big Wepgoblem. Less well known
is how early in life unhealthy eating and exer¢iabits sometimes begin. More than half
of the 50 states reported gains of more than 1€epéover the past decade in the
prevalence of overweight among low-income two-torgear-olds: Risk factors for
childhood overweight can be present prenatallyveneprior to pregnancy.Practices
recommended to protect against early childhoodipbieelude breastfeeding in infancy,
and avoiding high-sugar and high-fat fodds.

Children who are treated for obesity have medioatsabout three times as high
as the average insured child. The annual heatthamsts of childhood obesity nationally
are estimated at $14 billidn.

The overweight problem takes on new dimensions vdhddren reach school
age. According to the National Academy of Sciensebools need to provide
opportunities for daily vigorous physical activigdopt improved nutritional standards
for foods and beverages sold at school, prohiloitfeelated advertising, and regularly
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measure students’ weight and height. Parentsslsold promote healthy eating and an
active lifestyle, by introducing nutritious food=scouraging healthy eating habits;
restricting recreational television, computer, &iteo game use; and providing
opportunities for active, physical play. Businesgmrticularly those responsible for
marketing and selling prepared foods and restautems, need to acknowledge their
role in forming eating habits, healthful or othesesd

Data by Vermont Region

VT Counties 1994 1995 1996 1997 1998
Addison 28.0 17.0 28.0 31.0 24.0
Bennington 20.0 16.0 25.0 23.0 23.0
Caledonia 28.0 14.0 18.0 20.0 18.0
Chittenden 102.0 88.0 97.0 98.0 106.0
Essex 3.0 2.0 4.0 0.0 4.0
Franklin 45.0 36.0 39.0 35.0 36.0
Grand Isle 3.0 5.0 7.0 4.0 8.0
Lamoille 23.0 16.0 11.0 22.0 25.0
Orange 21.0 18.0 16.0 21.0 17.0
Orleans 17.0 19.0 21.0 18.0 26.0
Rutland 39.0 44.0 44.0 38.0 49.0
Washington 47.0 44.0 46.0 37.0 42.0
Windham 28.0 23.0 32.0 29.0 28.0
Windsor 43.0 25.0 30.0 36.0 27.0

For Additional Information

www.ActionForHealthyKids.org

! Sherry B, Mei Z, Scanlon KS, Mokdad AH, & Grumnftrawn LM. Trends in state-specific prevalence
of overweight and underweight in 2- through 4-yehtchildren from low-income families from 1989
through 2000.Pediatrics, 158n0. 12 (December 2004), 1116-1124.

2 Salsberry PJ & Reagan PB. Dynamics of early blitdi overweight.Pediatrics, 116no. 6 (December
2005), 1329-1338.

% Lederman SA, Akabas SR, Moore BJ, Bentley ME, DeyaB, Gillman MW, Kramer MS, Mennella JA,
NessA, &Wardle J. Summary of the presentatiorieetonference on preventing childhood obesity,
December 8, 2003Pediatrics, 114no. 4 (October 2004), 1146-1173.

* Thomson Medstat. Child obesity: Costs, treatrpatiierns, disparities in care, and prevalent médica
conditions. Thomson Medstat Research Brief. 2006.

® The National Academies. Press Release: Natidfwat ergently needed to combat childhood obesity;
actions required by schools, families, communitiedustry, and government. September 30, 2004.
Washington, DC.
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What We WantPregnant Women and
Young Children Thrive

How We Measure Our Success:

Child Mortality
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The Story Behind the Data

The leading cause of death in children is motdriale crashes, and other injuries.
Fortunately, in Vermont very few children die oepentable causes. Nevertheless,
adults need to provide adequate supervision éinatls, keep homes and schools “child-
safe,” and teach children age-appropriate safetgtpes. In addition, research into
preventing causes of child mortality must contitmenake progress.
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Data by Vermont Region

VT Counties 1999 2000 2001 2002 2003
Number of Child Deaths

Addison 4 0 0 2 2
Bennington 1 4 0 1 1
Caledonia 1 1 3 1 0
Chittenden 4 2 5 4 4
Essex 0 0 0 1 0
Franklin 1 1 2 2 1
Grand Isle 0 0 0 0 0
Lamoille 6 1 0 0 0
Orange 0 0 2 0 2
Orleans 0 2 2 1 1
Rutland 0 2 4 1 0
Washington 1 0 0 0 3
Windham 2 2 1 0 0
Windsor 1 0 2 3 3




40




41

Children Are Ready for School

Education Goals, the first of which reads, “by ylear 2000 all children

in America will start school ready to learn.” WauVe become
increasingly aware of the integral relationshipasstn children's success in school
and their well-being in other aspects of life. I@fen cannot succeed in school
unless they are healthy and have a strong founrdatiearly experiences of love,
support, and learning opportunities. Of courshpets must also be “ready” to
meet the diverse experiences children bring.

Because of major structural changes in economamily, and cultural life,
more young children than ever before are in somd &f nonparental child care.
In Vermont, approximately 22,000 children youndeart six are in childcare while
their parents work. While Vermont's child care systems have receiyederally
high ratings in national reviews, there are stgh#icant gaps to be bridged in the
areas of quality, affordability, and accésa study commissioned by the Child
Development Division of the Department for Childé&i-amilies showed wide
discrepancies across the state in the capacitlyilof care in relation to need, in the
adequacy of subsidized care reimbursement ratdanahe training, earnings, and
employment benefits of child care workérs.

While there is no single consensus on what canetit‘readiness” for
school, it is clear that only strong partnershipsseen families, schools, and
communities will ensure that all children make liest possible start in school.
One of the most important things parents can do isad to their young children,
beginning in the child’s first year. The sociatlaamotional, as well as linguistic
cues communicated to children through this actikidye an influence far beyond
the moment. Schools and other community institigimust reach out to children
and families in ways that meet their needs, lorfgreeformal schooling begins.
Gauging children's readiness for school is an #raawill require new assessment
systems, together with shared agreement aboutalsmportance.

I n 1990, the President and the governors of alt&@s adopted National

1 Vermont Agency of Human Services. The Vermontd8iare Advisory Board’s 2004 legislative repo@hild
Care Services Division. Waterbury, VT, 2004.

2 Barnett WS, Hustedt JT, Robin KB, and Schulman Rlhe state of preschool: 2004 state preschoobyed:
The National Institute for Early Education Researblew Brunswick, NJ, 2004.

% Child Care Services Division, Department of So&idehabilitation Services, State of Vermont. Vermnohild
care: Wages, benefits, and credentials. Prepar&ebearch Partners, a division of Marketing Pastriac., 2002.
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What We WantChildren Are Ready for School

How We Measure Our Success:

Children's Readiness for Kindergarten
Vermont, 2005
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Source: VT Agency of Human Services, and VT Department
of Education, School Readiness Assessment Initiative.
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The Story Behind the Data

Readiness to learn, and to succeed in school, hay dimensions. Good health,
nutrition, and safety are important. So are enmatigecurity, social skills, curiosity, and
confidence. These conditions, in turn, reflectré®ources of families and communities, and all
the experiences young children have had. By the & child enters kindergarten, skilled
teachers can tell which children are coming to &ngdrten with the prior experiences that will
enable them to get the most from school, and waiemot.

As part of a new assessment initiative begun irR0@-01 school year, Vermont’'s
kindergarten teachers are asked to report onshelents’ competence in four major areas
approaches to learning cognitive development amiegd knowledge, communicatioand
social and emotional developmeritast year, data were received from 94% of thtest
teachers, meaning the results paint a represeatétiough not definitive, picture of children’s
readiness to make the most of formal school expeee The data show that a majority of
kindergartners are entering school with a broadeaof important attitudes and skills; however,
a significant minority lack competence in sevenaportant domains. Both national and
Vermont data suggest that some groups of kinderge+—for example, children from low-
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income families, and those without preschool exgrexe—are more vulnerable to lagging behind

educationally. Local communities can consult their own datartdarstand their children’s
performance

Data by Vermont Region

For data by school supervisory union area, sedtte® Community Profiles
http://humanservices.vermont.gov/publications/comitydprofiles

Related AHS Performance Measure

Increase the percentage of kindergartners whaudgef “ready for school.”

For Additional Information

See early childhood resources on-line, including Viermont School Readiness Series:
http://humanservices.vermont.gov/publications/wss-

! Lee VE, & Burkam DT. Inequality at the startingte: Social background differences in achievemsmhidren
begin school. Washington, DC: Economic Policyitngt, 2002. Wertheimer R, & Croan T, with KA Ma&o& EC
Hair. Attending kindergarten and already behindstatistical portrait of vulnerable young childréw/ashington,
DC: Child Trends, Inc., December, 2003. Murphe, iscriminant validity of a community-level maas of
children’s readiness for schodtarly Childhood Research & Practic®, no. 2, Fall 2003.
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What We WantChildren Are Ready for School

How We Measure Our Success:

_ Schools' Readiness for Young Children and Their 02001
S o 2002
£ Families: Vermont =
@ 100 o3 03 o4 96 2003
2 92 90 —9  go 02004
£ 90 85 W 2005
= 81
= 801 ]
g 732’
@, 701 67 68
8 g 2l 6565 4o
§ g 60 1
Q
EE 50
- 2
=S
S o 40
c o
© >
% 30
G
E 20 1
<
9 10 A
()
g 0 ‘ ‘
g Smooth Transitions Instruction & Staff Resources Partnership with
to School Development Community
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kindergarten teachers and principals who participated in the assessment. National comparison data are not available.

The Story Behind the Data

All of our children are coming to school, so oungacls need to be prepared to give all of
them a good start. Some children entering kindézgahave had extensive experience in formal
child care settings; others have been in the daparents, relatives, or friends. Some may have
special needs with regard to language, physicahmational health, or learning difficulties. All
have needs as young learners that are differemt fihose of older children.

Vermont's assessment of “ready schools” covers &eassmooth transitions to school,
instruction and staff Development, resourasipartnership with communitylerived from
reports of kindergarten teachers and principalemiders of Vermont’s Early Childhood
Workgroup set standards for each area, based ontldabelieve a “ready” school should
exemplify. The results show that Vermont elemgnsahools get generally high marks for the
resources they provide to teaching staff, and &sirgy the transition to formal schooling for
young children and their families. More room fomrovement exists in the areas of instruction
and staff development, and schools’ partnership aeimmunities.
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Data by Vermont Region

For data by school supervisory union area, sedke Community Profiles
http://humanservices.vermont.gov/publications/comityprofiles

For Additional Information

See early childhood resources on-line, including Vermont School Readiness Series:
http://humanservices.vermont.gov/publications/wss-
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What We Want:ChildrenAre Ready for School

How We Measure Our Success:

Percent Kindergartners Fully Immunized*
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The Story Behind the Data

Children who enter kindergarten having had the irequwaccines are less likely to miss
school because of serious illness; they are alge ik@ly to have a regular source of ongoing
health care. Although immunizations are requidsthool entry, some children are exempt for
medical, religious, or philosophical reasons. ®@arage, rates of immunization are high across
our state; however, communities may want to exarnfiag own data to see whether there are
opportunities to improve their record locally.

Data by Vermont Region

For data by school supervisory union area, sedtte® Community Profiles
http://humanservices.vermont.gov/publications/comitydprofiles
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What We WantChildren Are Ready for School

How We Measure Our Success:

First-Graders Screened For Vision & Hearing
Problems
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(Note: National data are not available for thisi¢adbor.)

The Story Behind the Data

Undetected problems with vision or hearing can éteimiental to children’s learning,
particularly in the areas of reading and writinghen properly corrected, vision or hearing
deficits need not be a handicap. State law reggicbools to assure that vision and hearing
screening has taken place in grades 1-3, 5, 79 aadd vision screening in grade 10. Although
required, some children may be missed, particuithey are new to the district. School nurses
collect this information and submit it to the Detpaent of Education; however, issues remain
around the reliability of the data.

Data by Vermont Region

For data by school supervisory union area, sedkte Community Profiles
http://humanservices.vermont.gov/publications/comitytprofiles
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What We WantChildren Are Ready for School

How We Measure Our Success:

Child Abuse & Neglect

Substantiated Victims Under 5 Years of Age
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The Story Behind the Data

Being ready for school is not just about early apydties for learning. Children must
also bring to school the social and emotional fatioths for success: for example, the ability to
trust adults and peers, to cooperate with otherske on new tasks confidently, to cope with
frustration and setback, to make sound decisi@tsldren who have suffered abuse or neglect
are poorly prepared to make the most of school.

Following three consecutive years of declinesréte of abuse and neglect among
Vermont's young children rose in 1999. We thinkve@ attribute this to two policy changes
instituted in 1999: a more-inclusive definition“okk of harm,” and significantly increased
efforts to get community members to identify angomt suspected abuse or neglect. Data for
2004 show a rate lower than the rates recordethéprevious two years. We will need to
monitor this indicator closely, in order to be egntit does not reflect other negative trehds.
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Data by Vermont Region

2001 2002 2003 2004
Number of Substantiated Victims 0-4

VT Counties

Addison 11 17 2 15
Bennington 17 a7 18 19
Caledonia 14 6 20 19
Chittenden 85 90 115 77
Essex 1 2 2 3
Franklin 33 38 32 19
Grand Isle 6 6 2 2
Lamoille 14 3 7 8
Orange 5 8 11 16
Orleans 10 10 19 12
Rutland 22 20 16 22
Washington 27 23 27 42
Windham 18 19 9 15
Windsor 27 40 18 25

For Additional Information

See early childhood resources on-line, including Viermont School Readiness Series:
http://humanservices.vermont.gov/publications/wss-

! Vermont Department for Children & Families, Wasery, VT, and Vermont Department of Health, popiolat
estimates, Burlington, VT.
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Children Succeed in School

Well-educated workers, citizens, and neighborsasential to Vermont's future as
a place where people and communities thrive.

Vermont's commitment to education is demonstratedur willingness to invest in
elementary and secondary schools. Our per-pupimditures are'5highest among states; we
have the lowest ratio of pupils to teachers; amdaterage teacher salary in Vermont is 88% of
the national averagewhereas Vermont wages overall are only 84% ofttenal average.
However, there are troubling signs that our schaodsnot all they should be: some have
resources inadequate for high-quality learning ofymities; some have inadequate, or even
unsafe, facilities; many face challenges from stgslevith serious behavioral problems; and too
many Vermont students “drop out” without finishihiggh school. Nationally representative data
show that one in five school-age youth have only llevels of engagement with schdol.

Forging stronger ties between the education antbinuservices communities is our
ongoing strategy for achieving the common goalsehping children be ready for school,
succeed in school, make positive choices, and tiepnepared for work or higher education.
Some of the key Agency of Human Services/DepartrokRtucation collaboration projects
include:

Success in school is an essential component of bwvesli-being in today’s world.

» Community Profileswhich provide local data on over 40 indicatong]uding those
reflecting our common outcomes;

* The Vermont School Readiness Assessment Initiadivegnnual data collection on
indicators of children’s readiness for school, aoldools’ readiness for children;

» Partnerships which support special education sesvay maximizing federal Medicaid
funds;

» Success by Six, which provides prenatal and pastipecare, parent education, and
other support services through home visits to garehnewborns;

» Success Beyond Six, which provides funding to stshfww identifying and treating
children with emotional and behavior problems;

* Head Start Collaboration Project, which is workiogreate a unified system of child
development and family support services in Vermant]

» Partnerships, including the University of Vermasmhich promote research into how best
to achieve the outcomes we desire.

! National Center for Education Statistics. Digafstducation statistics, 2004. U.S. DepartmerEdiication,
NCES 2003060. Washington, DC, 2005.

2 Bureau of Labor Statistics, U.S. Department off@werce. Average annual pay by state and induzbg4.

3 vandivere S, Moore KA, and Brown B. Child wellibg at the outset of welfare reform: An overviewtloé
nation and 13 states. The Urban Institute (S&jdso. B-23), 2000.
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What We WantChildren Succeed in School

How We Measure Our Success:

Average School Attendance Rate
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The Story Behind the Data

Obviously, students can’t benefit from school éyhe not there. Attendance is affected
by iliness, disability, planned vacations, andshelent’s (and his or her parents’) commitment
to school. Problems with school attendance (“tey&ncan be an early sign of disengagement
from school which, if unaddressed, can lead to scfailure and/or dropping out. We need to
develop a better indicator than average daily ddane, which shows little year-to-year
variation. A more useful indicator might be theqamtage of students who miss 10 or more
days of school each year.
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Data by Vermont Region

For data by school supervisory union area, sedtte® Community Profiles
http://humanservices.vermont.gov/publications/comitydprofiles

For data by school, see the Department of Educati®chool Reports
http://crs.uvm.edu/schlirpt/
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What We WantChildren Succeed in School

How We Measure Our Success:

Pupil-Teacher Ratio

Elementary & Secondary Schools
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VT Rank| 1 1 1 2 2 1 2 1 1 1 1 1 1

("1" is lowest)

The Story Behind the Data

Research supports the importance for student asment of smaller classes, particularly
in the early grades.Vermont's willingness to invest in education rajavith our small
population and rural character, allows our schtmlsave small classes. In 2002, Vermont
ranked first in the nation in pupil-teacher ratibhere were an average of 11.7 Vermont students
enrolled in public elementary and secondary schimolgvery one teacher, down from 15.3 in
1981. This compares to 15.9 for the nafion.
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Data by Vermont Region

For data by school, see the Department of Educattchool Reports
http://crs.uvm.edu/schlirpt/

! Grissmer D, Flanagan A, Kawata J, and Williamsomfproving student achievement: What NAEP testeso
tell us. Rand Corporation, July 2000.

2 National Center for Education Statistics. Digefstducation statistics, 2004. Washington, DC: D&partment
of Education, 2005.
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What We WantChildren Succeed in School

How We Measure Our Success:

Percent of Schools Participating in Both Federal

Breakfast and Lunch Programs
100.0 +
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Sources: VT Office of Economic

10.0 + Opportunity, and VT Dept. of
Education.

Percent of public schools participating in Federal School
Lunch and School Breakfast Programs
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1993 1994 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005

1993 1994 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005

Vermont[39.1] 46.J 57. 64} 65k 678 79 74 787 T84 pro Jg3.31]00.
(Note: National data are not available for thisdatbr.)

The Story Behind the Data

Research makes it clear that success in schoal€asured, for example, by performance
on standardized tests, attendance, incidence @ivimial and emotional problems, and need for
special education) is affected by children’s nignit Simply put, a hungry or poorly-nourished
student cannot do his or her best work in school.

Congress recognized this important connection,nmdgg in 1946, by funding the
National School Lunch Program, administered byestaiucation agencies with support from the
U.S Department of Agriculture (USDA). Since 19URDA’s School Breakfast Program has
offered schools support with providing a nutritiatart to the school day for many children who
otherwise would start school hungry. Both prograrfer reduced-price or free meals to
children whose family meet low-income guidelineeeTSummer Food Service Program offers
free, nutritious meals to low-income children dgrsthool vacations.

In Vermont, with the lead of the Vermont CampaigrEnd Childhood Hunger, we are
making steady progress in serving our hungry céiidbut there is still room for improvement.
Goals must include having all schools offer botbgpams; as of the 2004-05 school year, 94%
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of Vermont public schools had the lunch progran®o9iad a breakfast program, and 90% had
both? A recent USDA report estimates that, during 20@0nearly 11% of households
nationwide (9% in Vermont) experienced “food ins#gt; 3.3% (2% in Vermont) experienced
outright hunger.

Data by Vermont Region

For data by school, see the Department of Educati®chool Reports
http://crs.uvm.edu/schlirpt/

For Additional Information

Vermont Campaign to End Childhood Hungenwvw.vtnohunger.org

! Tufts University, School of Nutrition, Center blunger, Poverty, and Nutrition Policy. Statememtioe link
between nutrition and cognitive development indtaeh, 1994. Kleinman RE, Murphy JM, Little M, PagaV,
Wehler CA, Regal K, and Jellinek MS. Hunger inldfen in the United States: Potential behavioral emotional
correlates.Pediatrics 101, no. 1, January 1998.

2 Vermont Office of Economic Opportunity and Verm@mepartment of Education. Data supplied by Mary
Carlson, VT OEO, April 2006.

® Nord M, Andrews M, & Carlson S. Household fo@tsrity in the United States, 2002. Food Assistamuk
Nutrition Research Report No. (FANRR35). U.S Depantt of Agriculture. Washington, DC, October, 2003
Households with “food insecurity” lack the resowg¢e provide food for all of their members, and timit what
foods they buy and rely on public and/or privated@assistance.
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What We WantChildren Succeed in School

How We Measure Our Success:
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Percent Second-Graders Reading Successfully

1998 1999 2000 2001 2002 2003 2004 2005

Source: VT Dept. of Education
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(Note: National data are not available for thisicadbr.)

The Story Behind the Data

Reading is a skill fundamental for school succeéskildren who are poor readers often
fall further and further behind, because so mucscbbol work depends on reading skill.
Children who are not reading well by second gradeualikely to acquire average-level reading

skills by the end of elementary schdol.

In 1998, the Vermont Department of Education ing#itl an annual statewide reading
assessment for second graders. Results showeoagay modest improvement since then in the
proportion of students meeting or exceeding thedgted. However, nearly one in five children
perform below this level, and require intensivepleett, and supportive instruction. Appropriate
screening as early as kindergarten can help igectiifdren who are likely to have trouble

learning to read.



61

Data by Vermont Region

For data by school supervisory union area, sedke Community Profiles
http://humanservices.vermont.gov/publications/comitytprofiles

For data by school, see the Department of Educatiechool Reports
http://crs.uvm.edu/schlirpt/

For Additional Information

Vermont Even Start Family Literacy Program:
www.state.vt.us/educ/new/pdfdoc/pgm earlyed/evemt dirochure 1005.pdf

! Torgesen JK. Preventing early reading failutenerican Educator Fall 2004.

2 Ibid.
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What We WantChildren Succeed in School

How We Measure Our Success:

o Percent Students on Special Education
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Percent of Students with an Individualized Education Plan
(IEP)
[o0]
o

0.0 T T T T T T T
1995 1996 1997 1998 1999 2000 2001 2002 2003 2004

Source: VT Dept. of Education.
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Vermont| 94 | 102 | 106] 118] 107] 137 144 13} 13p 131
(Note: National data are not available for thisiéadbr.)

The Story Behind the Data

Students with recognized disabilities are entittedpecial education services to ensure a
“free appropriate public education.” However, magcgommodations are also available to
children with disabilities who are not deemed dligifor special education. Special education
services can be costly, draining resources awamy bther important school activities. In
addition, there are significant administrative ks for both schools and families associated
with special education.

Not all special education-eligible disabilities areventable, but many are. So, to a
degree, the percentage of students with thesbililies indicates the potential for improved
early identification and intervention with childrand familiedbeforethey reach school-age.
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Data by Vermont Region

For data by school supervisory union area, sedke Community Profiles
http://humanservices.vermont.gov/publications/comitytprofiles

For data by school, see the Department of Educattechool Reports
http://crs.uvm.edu/schlirpt/

For Additional Information

Vermont Parent Information Centevyww.vipic.com
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What We WantChildren Succeed in School

How We Measure Our Success:

. Students Who Felt Too Unsafe
to Go to School*

6 1 U.S.

Percent in Grades 9-12
N

Vermont
3 4
2 4
1 4
0 T T T T )
1995 1997 1999 2001 2003 2005
Sources: VT Departments of Health and Education, * One or more days
and U.S. Centers for Disease Control and during the past 30 days.
Prevention, Youth Risk Behavior Surveys.
1995 1997 1999 2001 2003 2005
Vermont 4 4 4 4 4 4
U.S, 5 4 5 7 5 n/a

(Note: State rankings are not available for thiidator.)

The Story Behind the Data

We are fortunate that incidents of life-threatenimgjence in Vermont schools are very
rare. More important to focus on are the lesossribut still corrosive behaviors and conditions
that contribute to a climate of tension and feat th not healthy for schools, communities, or
children. Schools must be safe places—for studesdshers, and others—or learning is
compromised. Teasing, bullying, disruptive, detoga threatening, or violent behaviors are
part of a continuum that schools (and parents anthwunities together) must address.

The first of the indicators offered here deals vhithw safe youth feel at school, including
going to and from school. In Vermont, about 4%toidents in grades 9-12 report that they
missed school on one or more of the past 30 dayaulse they felt unsafe. Younger teens tend to
feel more vulnerable than older students. Ovettadle has been little change in these data since
1993 Interestingly, 30% of U.S. 11- to 15-year-oldpa# they rarely or never feel sae
schoo;,za proportion higher than that reportedthygents in Israel, Ireland, Northern Ireland, or
Russid.
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Data by Vermont Region

VT Counties 2001 2003 2
Addison
Bennington
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Chittenden
Essex
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Grand Isle
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Rutland
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For Additional Information

For Youth Risk Behavior Survey data by school sugery union, contact your local
superintendent’s office.

! Centers for Disease Control and Prevention. Noisk behavioral surveillance—United States, 200DC
Surveillance SummarieIMWR 51 (no. SS-4), June 2002. Vermont Departments ofthleand Education. The
2003 Vermont Youth Risk Behavior Survey: Statewigigort. Burlington, VT, 2003.

2 U.S. Department of Health and Human Services|thi&esources and Services Administration. U.8nsen our
world. Rockville, MD, 2003.
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What We WantChildren Succeed in School

How We Measure Our Success:

Students Who Were in a Physical Fight on

School Property*
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Sources: VT Departments of Health and
Education, and U.S. Centers for Disease
Control and Prevention, Youth Risk Behavior

*One or more times
during the past 12

months.
Survevs.
1995 1997 1999 2001 2003 2005
Vermont 15 13 14 14 12 12
U.S. 16 15 14 13 13 n/a

(Note: State rankings are not available for thiidator.)

The Story Behind the Data

Here, Vermont’s data are also similar, statisticath U.S. figures. In 2003 about 12% of
Vermont students in grades 9-12 reported that tlaglybeen in a physical fight on school
property during the past 12 months. Again, theran age-related trend in these data, with fewer
students fighting at higher grade levels. Boysmaoee than twice as likely as girls, overall, to
report fighting*
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Data by Vermont Region
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For Additional Information

For Youth Risk Behavior Survey data by school sugery union, contact your local
superintendent’s office.

! Centers for Disease Control and Prevention ¢cibp.
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What We WantChildren Succeed in School

How We Measure Our Success:

25% 7 Bullying: VT 8th-12th Graders, 2005

21%

20% -
18%

15% 4

10% 4 9%

Percent of Students

5% A

0% -

Bullied Bully Bully-Victim
Source: VT Departments of Health and Education, Note: National data are not available for this
Youth Risk Behavior Survey. indicator

The Story Behind the Data

Violence takes many forms. Among children and $eenllying can be a subtle but
insidious threat to personal safety and well-beiNgt all bullying takes place in school, or even
“in person” (on-line bullying is rapidly growing phomenon). However, there has been recent
emphasis on the role schools can play in identfyresponding to, and preventing bullying.

Bullying can be defined in various ways. In 20fa#,the first time, Vermont students
completing the Youth Risk Behavior Survey (YRBSpended to two questions about bullying.
For purposes of the survey, bullying was defined pattern of behavior designed to belittle,
embarrass, frighten, intimidate, or exclude anosiedent; good-natured “teasing” was
excluded. Students indicated whether, during tst B0 days, they hdmken bulliedor had
been a bully Research has indicated that youth in either(rotgim or bully) are at elevated
risk for a number of other problems. The grougaith who ardothbullies and victims
(“bully-victims”), according to this research, have most adverse outcontes.

Our Vermont data in many ways mirror these findifigen other studies. Bullying
appears to be more common in the earlier gradepdBEnt of Vermont eighth-graders reported
bullying, 26 being bullied), and boys are somewhate likely than girls to say they have
bullied (but not that they have been bullied)anfthing, the Vermont data indicate that bullying
is at least as much, if not more, of a problemtinsiate as elsewhere in the couritry.
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Data by Vermont Region

VT Counties 2005
Grades 8-12 Were Bullied Bullied Someone

Addison 17 21
Bennington 15 20
Caledonia 17 22
Chittenden 17 19
Essex n/a n/a
Franklin 19 24
Grand Isle 17 27
Lamoille 17 23
Orange 19 26
Orleans 17 23
Rutland 18 22
Washington 19 25
Windham 17 22
Windsor 18 20

For VT YRBS data by school supervisory union, cony@ur local superintendent’s office.

For Additional Information

Vermont Department of Education’s “Model BullyingeRention Plan”:
www.state.vt.us/educ/new/pdfdoc/pgm_safeschools/uiying_prevention_04.pdf

! Glew GM, Fan MY, Katon W, Rivara FP, & Kernic M/ullying, psychosocial adjustment, and academic
performance in elementary schodlrchives of Pediatrics and Adolescent Medi¢itd, no. 11 (November 2005),
1026-1031. Juvonen J, Graham S, & Schuster MAlyiBg among young adolescents: The strong, thekwaiad
the troubled.Pediatrics 112, no. 6 (December 2003), 1231-1237.

2 Vermont Department of Health, and Vermont Depanina$ Education. The 2005 Vermont Youth Risk Béhav
Survey. Burlington, VT: Author. 2005. Nanse T®erpeck M, Pila RS, Ruan WJ, Simons-Morton B, &ftHe.
Bullying behaviors among US youth: Prevalence ssmbeiation with psychosocial adjustmedAMA 285, no. 16
(April 25, 2001), 2094-2100.
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What We WantChildren Succeed in School

How We Measure Our Success:

High School Completion: Vermont
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Percent of 12th graders who competed high school within four
years
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Vermont| 820 | 844 | 852 87.5 |

(Note: National data are not available for thisi¢adbor.)

The Story Behind the Data

A high proportion of Vermont adults, relative t@#® in many other states have
completed high schodl.However, we are losing ground. Recent data shemrgnt only 15
best among states reporting the percent of puldit $chool students who earn a diploma within
four years’> And a recent “report card” on states’ performagaee Vermont poor grades for the
percent3age of 18-24-year-olds with a high schoedlential, and for preparing students for
college:

Recent assessments of the academic performancaefidan students paint a disturbing
picture. International comparisons, particulantyroath and science performance, for example,
place American students substantially behind tb@imterparts in many other countrfesn the
vital area of reading literacy, a recent multinaéibassessment found that U.S. fourth-graders
scored only twelfth highest among their countesart34 other industrialized countriéand in
another cross-nation study 15-year-olds in the shwed only average performance relative to
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their peers in other countries in literacy, andbelverage performance in math literacy and
problem solving’.

Jobs that pay a livable wage require completioat d¢ast high school, and often
post-secondary training or a college education.a@rage, a high school dropout has an annual
income only 40 percent of what a college gradeataes, and someone with only a high school
diploma earns only a little more than half as mlch.

Lack of basic education may also make it moredliffito manage appropriately the
varied stresses of raising a family. A study by Ytermont Department of Health and the
Agency of Human Services, Planning Division, fodhat the incidence of child abuse in homes
where mothers had not completed high school wag ti@n four times the rate in homes with
better-educated mothers, controlling for other fators® Dropouts are also heavily over-
represented in our Corrections population.

Reliable measures of high school dropout are dilffito obtain. However, data from the
Vermont Department of Education show that 768 sited€.4%) “dropped out” (withdrew from
grades 9-12) during the 2004-05 school year. A#araining essentially stable over nearly two
decades, the dropout rate in Vermont has decliméldei last few years.The Agency of Human
Services has compiléhat Works: Helping Youth Stay in School in Youm@unityto help
commlfcr)lities identify successful strategies for oaag the numbers of youth not finishing
school.

In order to provide a better understanding of hoell wur schools are doing, the
Vermont Department of Education, working with losahools, has developed a variety of
assessment tools, including the student portfgigbesn, standards-based assessments, school
report cards, school quality standards, and Adélams.

Data by Vermont Region

For data by school supervisory union area, sedtte® Community Profiles
http://humanservices.vermont.gov/publications/comityprofiles

For data by school, see the Department of Educati®chool Reports
http://crs.uvm.edu/schlirpt/

Related AHS Performance MeaSuk&ease the high school

graduation rate.

For Additional Information

Vermont Department of Education, Truancy & DropButvention:
www.state.vt.us/educ/new/html/pgm_truancy.html

Vermont Department of Education, “High Schools lo& Move”:
www.state.vt.us/educ/new/html/pubs/high_schoolstloe move.html
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! U.S. Census Bureau. Current population rep&dsicational attainment in the United States—Mai@b2
(update) (P20-536). Washington, DC, December 2000.

2 Kaufman P, Alt MN, and Chapman CD. Dropout ratethe United States: 2001. National Center foudzdion
Statistics, November 2004.

% The National Center for Public Policy and HigheluEation. Measuring up 2004: The state report oartligher
education. 2004.

* The National Commission on Mathematics and Seidreaching for the 21Century. Before it's too late: A
report to the nation. U.S. Department of Educatkf00.

®QOgle LT, Sen A, Pahlke E, Jocelyn L, Kastberg PeRRS, & Williams T. International comparisonsfanirth-
grade literacy: Findings from the Progress in Imiional Reading Literacy Study (PIRLS) of 2001atiNnal
Center for Education Statistics. Washington, D@ril®2003.

® National Center for Education Statistics. Hightis from the 2000 Program for International Stadessessment
(PISA). Office of Educational Research and Improgat, U.S. Department of Education, 2001.

International outcomes of learning in mathemaitesdcy and problem solving: PISA 2003 results fritven U.S.
perspective. Highlights, December 2004.

" Day JC, & Newburger EC. The big payoff: Educasibattainment and synthetic estimates of workd#enings.
Current Population Reports. U.S. Census Bureaashiigton, DC, July 2002.

8 Murphey DA, and Braner M. Linking abuse/negletttaspectively to birth and home visit records:iaitial
examination.Child Welfare 74, 711-728. November/December 2000.

° Vermont Department of Education. Vermont publibaal dropout and high school completion reporttfer
2004-2005 school year. Montpelier, VT, April 2006.

19 vermont Agency of Human Services. What workstpitey youth stay in school in your community.
Waterbury, VT, April 2002.
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Children Live in Stable, Supported Families

well-being. Families today may take a varietyahfs, but all can be

described as “a group of persons linked by feelofgsust, mutual
support, and a common destirly One of the most profound changes in the U.S. in
recent years has been in the number of childrémglin single-parent homes—
which comprise 27% of all family households withldten, according to 2000
estimates, compared to 11% in 1§78mong 29 countries participating in a recent
survey, the U.S. had the highest percentage oéstadages 11-15) living with
single parents.

Today, many parents (especially single parentg kess money and less
time to devote to their children. Some nationéhestes show that about one in
five children live in a “stressful” family environemt, where parents are more
likely to be “aggravated.” These children are lldssly to be engaged in school,
and more likely to have behavioral and emotionabfgms?

Income inequality among Vermont families has insezhover the past two
decades. Between the early 1980s and the ear3s2@te average income of the
poorest fifth of families increased by about $4,000ile the avarage income of
the richest fifth increased by more than $47,088.a result, by the early 2000s,
the wealthiest fifth of families had incomes sixdis as great, on average, than the
incomes of the poorest fifth of familiés.

Partly as a consequence of lower real incomes, digogces, and more
births to unmarried women, there are more mothéis ave working. In 2000,
57% of married women with children under six weréhe labor force, compared
to 19% in 1960, according to national data. Inrv@nt, the corresponding figure
for 2000 was 69%. Among married women with chitdéel7 years old, 68%
nationally and 80% in Vermont, are in the laboc&? And there is still a
substantial “gender-gap” with respect to wages: @om Vermont earn about
78% of what Vermont men earn (median annual easiing

Nevertheless, most Vermont families and childnendming well, compared
to families and children living in other states.e\Wave accomplished dramatic
reductions in child abuse and neglect, particulerthhe youngest age-groups. We
have continued to expand children's access tohheaitirance, so that cost will no
longer be a barrier. Nevertheless, roughly onendat child in eight lives below
the poverty line. One in four lives with a singl@rent, and the child support
payments in more than a third of the cases arermmelected.

Families are an important foundation for individaad community
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! Definition is from the World Health Organizati¢w/HO).

2U.S. Bureau of the CensuBurrent Population ReportSeries P20-537, "America’s Families and Living
Arrangements, 2000: Population Characteristicse A001.

% U.S. Department of Health and Human Services, tHé&sources and Services Administration. U.Sisté® our
world. Rockville, MD, 2003.

* Moore KA, and Vandivere S. Stressful family liv€hild and parent well-being. The Urban Instifute
Washington, DC, 2000.

® Economic Policy Institute/Center on Budget anéidydPriorities. Pulling apart: A state-by-stateadysis of
income trends. Washington, DC, 2006.

6 U.S. Census Bureau. Census 2000.

" Institute for Women’s Policy Research. The statiwomen in the states 2004. Overview. Nover20éd.
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What We Want<Children Live in Stable, Supported Families

How We Measure Our Success:

Child Poverty
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About 1 in 8 Vermont children
lives in poverty.

Percent children in families

Source: National Center for Children in

Poverty, using data from the U.S. Current

Population Survey; UNICEF, Child Poverty Denmark: 2.4
in Rich Countries. 2005 .
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The Story Behind the Data

Poverty poses the single greatest threat to healthy deredat, and young children are
the poorest age group in America. In 2004, theon&t rate of children (under age 18) living
below federal poverty level was 17.8%, comparetili@% for people 18 to 64, and 9.8% for
those 65 and oldér. Children in low-income families are at much geeaisk for health
problems and early death; for neglect and abuskfariearning and behavioral problefns.

The rate of child poverty in the U.S. is more tldauble that of other industrialized
nations. Among these, Denmark, Finland, Norway, &weden have all been able to reduce
child poverty to less than 5%ijn the U.S. (and in Vermont) it has been abowi 16r the past
20 years or more. However, Vermont children gehefate somewhat better than those in other
states.

! See p. 182 for a discussion of the difficulty irasuring poverty.



77

Data by Vermont Region

VT Counties 1999

Addison 9.1
Bennington 134
Caledonia 16.6
Chittenden 8.0
Essex 17.3
Franklin 10.4
Grand Isle 9.2
Lamoille 10.7
Orange 11.4
Orleans 17.9
Rutland 13.3
Washington 9.1
Windham 12.0
Windsor 7.5

For data by school supervisory union area, sedtt® Community Profiles
http://humanservices.vermont.gov/publications/comityprofiles

For Additional Information

National Center for Children in Poverty. Low-incerchildren in the United States: National
and state trend data, 1994-2004. Availablewatv.nccp.org

! U.S. Census Bureau. Current Population Survey.

2 Brooks-Gunn J, and Duncan GJ. The effects oépgwn children.The Future of Childrenvol. 7, no. 2
(Summer/Fall 1997). The David and Lucile Packardrieation, 1997.

% United Nations Children's Fund (UNICEF). Childveaty in rich countries, 2005innocenti Report Card No. 6.
Florence, Italy: UNICEF Innocenti Research Centre.
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What We Want:Children Live in Stable, Supported
Families

How We Measure Our Success:

Percent Children in Families Receiving

20 | Food Stamps: Vermont
15 +
107 About 1 in 8 Vermont children
received Food Stamps in 2004.
51 Sources: VT Dept. for Children &
Families, caseload data as of
January; VT Dept. of Health,
population estimates.
0

1995 1996 1997 1998 1999 2000 2001 2002 2003 2004

Vermont[17.3] 164 154 14f 13 113 1d3 12 1ho b1
(Note: National data are not available for thisidadbor.)

The Story Behind the Data

An alternative method of assessing the extent ibdl gloverty is to examine the
percentage of children living in families that reeefood stamps. Administrative data from
Vermont's Department for Children & Families (whiotiersees the food stamp program in
Vermont) are considered more accurate than therpoestimates the federal Census Bureau
prepares based on sample data. The eligibilitydstathfor food stamps has been consistently at
around 130% of poverty level. Enroliment datasaesitive to a number of factors, including
public awareness of eligibility and willingnessaccept this form of assistance; therefore, they
likely do not include everyone who qualifies. Netheless, they provide a reasonable picture of
year-to-year trends. The U.S. Department of Admica (which sponsors the Food Stamp
Program) rates Vermont ninth best among the statgstting eligible people to participate in
the Progrant.

Although estimates vary somewhat, unquestionablyynv&ermont children live in
families that are in severe economic hardship. vidng what we do about the serious threats
poverty poses to children's well-being, it is indaent on us to address their needs. Recovering
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more of uncollected court-ordered child supporticvhiotals o¢r $90 million, would make a
substantial impact in the lives of many familié®educing our rate of high school dropouts

would raise economic prospects for many familieth whildren: In 1995, the poverty rate
nationally for children living with parents who geed out of school was more than 10 times
higher than the rate for children living in fam#lieshere at least one parent had a college dégree.
Expansion of school nutrition programs (see p.i&&nother opportunity to meet children’s
needs in a critical area on a regular basis.

Data by Vermont Region

VT Counties 2000 2001 2002 2003 2004
Addison 8.5 7.3 6.1 8.6 8.2
Bennington 14.8 13.5 14.1 15.1 15.9
Caledonia 155 13.3 13.6 15.9 17.9
Chittenden 8.0 7.9 7.3 8.5 8.8
Essex 18.2 16.8 16.4 18.2 19.3
Franklin 12.1 11.1 10.5 12.3 12.4
Grand Isle 12.5 9.1 8.6 11.0 11.4
Lamoille 10.7 9.3 8.6 10.4 12.7
Orange 10.0 8.7 9.6 11.2 12.1
Orleans 19.5 15.8 17.4 20.6 19.7
Rutland 14.0 13.0 13.2 15.3 15.3
Washington 9.5 9.4 9.2 104 9.3
Windham 11.7 10.9 11.1 12.8 13.7
Windsor 11.7 10.9 8.6 10.9 11.3

For data by school supervisory union area, sedtte® Community Profiles
http://humanservices.vermont.gov/publications/comityprofiles

For Additional Information

Food Research & Action Centeyww.frac.org

! Food Research and Action Center. 2004 Food SRnmgram Access Index (PAI) state-by-state. Prifriech
www.frac.org/html/federal_food programs/FSP/Papttion_Rates 04.html

%2 The Annie E. Casey Foundation. Kids count datakbState profiles of child well-being, 1997. Baitire, MD,
1997.
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What We Want:Children Live in Stable, Supported
Families

How We Measure Our Success:

Births to Single Parents
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Nearly 1 in 3 Vermont children
is born to single parents.
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The Story Behind the Data

Closely linked to the increase in child povertytis trend in the number of single-parent
families. This trend is apparent throughout theustrialized world, and is associated with major
economic changes and with changes in the statwsmmien' More women are giving birth
outside of marriage, and more children are beirggdain families headed by single parents
(mostly mothers).

Currently, about one-third of all births in the téd States, and in Vermont, are to
unmarried parents.This proportion (both nationally and in Vermoimtjreased steadily over the
past decade. Only about one-third of births tglsiparents are the result of intended
pregnancies; among single teens, who account fautaine-third of all non-matrital births, only
10% are intended.As noted below, single-parent families are mucheniikely to live in
poverty, and to be dependent on public assistance.
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Data by Vermont Region

County-level data are available in the annual \@ltistics reports produced by therivient
Department of Health. Seevw.healthyvermonters.info/pubs.shtml#vital

! United Nations Children's Fund (UNICEF). The pess of nations, 1996. New York, 1996.

2 Martin JA, Hamilton BE, and Sutton PD. Births: &inlata for 2003National Vital Statistics Reports, 540.2.
Centers for Disease Control and Prevention, 200&rmont Vital Statistics Data System. Personal mamication
with Michael Nyland-Funke. March 2006.

® Bumpass L. Teenage childbearing in the contesbofetal changes in family and fertilitfzocus,vol. 17,
number 1. University of Wisconsin-Madison Institfibe Research on Poverty, Summer 1995.
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What We Want:Children Live in Stable, Supported
Families

How We Measure Our Success:

Children in Single-Parent Households
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Vermont

More than 1 in 4 Vermont childen lives with
15 + a single parent.

Percent of children
in single-parent households

Sources: Annie E. Casey Foundation, Kids Fl)j Israel: 6 pct.
5 T count data book.
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The Story Behind the Data

Whether because their parents never married, plaeénts separated or divorced, or a
parent is deceased, more and more children aremggayp in families with just one parent. In
the United States, the number of children in thei@imstances is growing at an unprecedented
rate (the proportion has quadrupled since 1950)reMhan half of all children in the U.S. today
will spend some time living with a single parent-pityally, their mothers. National studies
suggest that in general children do best whendivitth two biological parents in a non-
conflictual marriagé. Whatever their family's configuration, childreeeu to have a number of
caring adults in their lives in order to thrive.

Single-parent families (especially those headeddynen) are much more likely not only
to be poor, but also to bear the many burdens ededavith poverty. For example, among all
families with children under 18, 15 percent had20@omes below federal poverty level.
However, among families with a single mother, 3&cpet were in poverty. The median income
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in 2004 for all families with at least one childdem 18 years old was $52,973; for families
headed by a single mother it was less than halfaim@unt—$23,428. Children in mother-
headed families account for over half the U.S.drkih in poverty; in some other countries that
have high rates of children in solo-mother famjlgsvernment “safety net” programs help
mitigate the effects of poverty; in the U.S., goweaent programs have had a much less
significant impact.

Some, though by no means all, children in singleept families are at risk for problems
besides poverty. Other adverse outcomes displiopately associated with children living in
single-parent families are child abuse, substabosey health and emotional/behavioral
problems, early sexual activity, injuries, and gigé¢

One correlate of these trends is the large numibehildren growing up having little
contact with their fathers. In 2002 there wereandiion children living in families where no
father was present.A major reason for the declining presence ofdegtin families is
diminished economic opportunities for young mepeeglly for those with little education and
few marketable skills. While the negative economiplications for these families are well
understood, less well known is the growing evideoictne harmful effects father-absence can
have on children's development and on their suidesansition to adult roles, including an
greatly increased risk of youth incarceratfon.

Unfortunately, recent evidence suggests that mnosiarried parents are scarcely able to
support themselves and their children, even if theye to get married (and most expect to do
s0). Many of these parents have very little edanatind many are unemployed; most live near
or below the federal poverty line. Many have Healtoblems. Marriage would not erase these
barriers to self-sufficiency.

! See, for example, Moore KA, Jekielek SM, & Emig Karriage from a child’s perspective: How does ifgm
structure affect children, and what can we do aiBuChild Trends, Inc. Washington, DC, June 2002

2U.S. Bureau of the Census. Current PopulationeSyr2005.
3 UNICEF. The progress of nations, 1996. New Yd396.

* Moore KA. Nonmarital childbearing in the Uniteth&s. Executive Summary AfReport to Congress on Out-
of-Wedlock Childbearing. U.S. DHHS, PHS 95-12571995. Johnson RA, Hoffman JP, & Gerstein DR. The
relationship between family structure and adolessehstance use. Rockville, MD: Substance AbuseMental
Health Services Administration, Office of ApplietuBies, 1996. Sedlack AJ, & Broadhurst DD. Exieut
summary of the Third National Incidence Study oflI€Abuse and Neglect. Washington, DC: DHHS, Naaio
Center on Child Abuse and Neglect, 1996. McLanaha& Sandefur G. Growing up with a single parent.
Cambridge, MA: Harvard University Press, 1994. #eiGR, Hjern A, Haglund B, and Rosen M. Mortglit
severe morbidity, and injury in children living Wisingle parents in Sweden: A population-basedystiithe
Lancet 363(9354), January 2003.

® Fields J. Children’s living arrangements and cbignastics: March 2002Current Population ReportsU.S.
Census Bureau. Washington, DC, June 2003.

® The Annie E. Casey Foundation. Kids count dakb®996: State profiles of child well-being. Baitre, MD,
1996. Harper CC, & McLanahan SS. Father absemde/auth incarceration. Unpublished paper, Octdl989.

" Center for Research on Child Wellbeing. Is naayei a viable objective for fragile families? Fradiamilies
Research Brief, No. 9, Princeton University, Prinoe NJ, July 2002.
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What We Want:Children Live in Stable, Supported
Families

How We Measure Our Success:

Child Support Cases With Collections
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In Vermont, child support is collected
10.0 + in about 7 out of 10 cases.
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The Story Behind the Data

As the number of single-parent families grows, pagtrof child support by non-resident
parents is a critical part of gaining economic-seifficiency for many families. Recent data
show that child support reduces by a half-milliba humber of poor children in the US.

The premise of child support is that both parehtsifl continue to share the
responsibility for supporting their children, whetlor not they live with them. Of the
approximately 28 million children in the nation wivere living apart from at least one of their
parents in 2002, about three-quarters receivesbat some payments from the non-resident
parent in 2001. However, only 45% received thedtdered amourtt. In this respect the U.S.
lags behind many European countries, where somignmin level of child support is
guaranteed.

In Vermont, about 55,000 children, or one-thircatitthe children in the state, are
eligible for child support. Each year another 8,@6ildren of separated and divorcing parents,
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and children born out-of-wedlock, become eligitde ¢hild support. The accumulated
uncollected child support in Vermont exceeds $9tiani®> Vermont's Office of Child Support,
which establishes and enforces child support ordeas successful in collecting support in 66%
of its cases in 2004. Vermont's rate was highan the national rate of 59%, and was eighth
highest among the statésStudies have shown that stronger child suppddreement pays off:
for example, for every dollar of child support reegl by a single mother, her income is likely to
rise by nearly two dollar.

Data by Vermont Region

VT Counties 2000 2001 2002 2003 2004
Addison 84.8 93.2 93.4 89.5 88.1
Bennington 76.2 91.4 94.0 92.3 92.3
Caledonia 75.2 89.3 91.3 91.6 91.9
Chittenden 81.3 91.9 90.7 84.8 92.3
Essex 81.7 95.2 90.5 87.9 103.1
Franklin 79.1 91.8 92.4 91.8 93.8
Grand Isle 75.9 98.5 93.7 93.8 85.6
Lamoille 81.5 91.7 88.2 91.9 94.8
Orange 80.7 93.5 93.8 87.7 934
Orleans 77.8 92.1 92.6 94.7 93.8
Rutland 78.5 89.6 91.8 90.7 90.4
Washington 81.6 94.8 92.7 90.1 92.9
Windham 80.5 93.6 92.7 90.1 92.1
Windsor 81.1 94.9 93.7 91.6 91.2

For Additional Information

For Vermont Office of Child Support’s Annual Repagb to
www.ocs.state.vt.us/Reports/2006_annual_report.pdf

! Sorensen E, & Zibman C. Child support offers spmtection against poverty. The Urban Institute st\fagton, DC, 2000.

2 Grail TS. Custodial mothers and fathers and tttgld support: 2001. Current Population RepoR§0-225. U.S. Census
Bureau. Washington, DC, October 2003.

% Vermont Office of Child Support. Report to Legisiee: Implementation of Act 63. January 15, 2001.

4 U.S. DHHS, Office of Child Support Enforcement.il@tSupport Enforcement FY 2004 preliminary dataa®. Available at
http://www.acf.dhhs.gov/programs/cse/prgrpt.htm

® Garfinkel I, Heintze T, & Huang C-C. Child supperiforcement: Incentives and well-being. Jointt€efor
Poverty Research, 2001.
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What We Want:Children Live in Stable, Supported
Families

How We Measure Our Success:

Parentage Established
For Children in Out-of-Wedlock Child Support Cases
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9 of every 10 Vermont children born
out-of-wedlock have parentage
established for purposes of child

20 Ssources: U.S. DHHS, Office of Child support.
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The Story Behind the Data

As the proportion of children born to parents whe r@ot married increases (now nearly
one in three nationally and in Vermont), estabhighegal parentage is of prime importance. In
addition to the social, psychological, and emotidieefits to children, are the economic
benefits: without establishment of legal parentagehild has no claim on a share of his or her
parent's income.

While nationally only about 60% of children borntside of marriage and entitled to
child support benefits have had parentage est&dljsermont has made steady gains in this
important area. As of 2004, this proportion wa8&#: Vermont ranked third best among the

states in 1998. In the future, federal legislation will requirk states to establish parentage in at
least 90% of unwed cases.
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Data by Vermont Region

VT Counties 2000 2001 2002 2003 2004
Addison 97.5 63.9 100.9 101.0 81.1
Bennington 94.6 80.4 109.4 109.5 73.7
Caledonia 101.2 72.1 101.9 96.3 79.8
Chittenden 92.7 92.3 106.2 102.5 78.0
Essex 100.0 30.8 83.8 84.0 79.0
Franklin 100.4 82.0 103.4 102.5 80.3
Grand Isle 96.0 28.7 80.2 80.4 80.7
Lamoille 100.8 58.1 97.2 97.3 81.4
Orange 96.2 66.0 103.0 103.1 77.8
Orleans 101.0 70.0 100.2 100.2 81.4
Rutland 94.2 88.6 109.7 109.7 76.4
Washington 99.7 81.1 103.5 103.5 82.5
Windham 97.5 78.6 104.9 108.4 77.9
Windsor 101.6 78.6 103.6 103.6 80.2

For Additional Information

For Vermont Office of Child Support’s Annual Repayb to
www.ocs.state.vt.us/Reports/2006_annual_report.pdf

! Vermont Office of Child Support. Personal comiication with Cindy Griffith, August, 2005.

2U.S. DHHS, Office of Child Support Enforcement. @iwy-third annual report to Congress. Washingfud,
2000.
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What We Want:.Children Live in Stable, Supported
Families

How We Measure Our Success:

Children with Health Insurance

100 ~

Vermont
> 7/_/\/\/\//\/‘_\
90 A
85 - U.s.

80 -

75 1 About 24 in 25 Vermont
children have health
70 A insurance.

65 -

Pct. covered for all or part of the year

60 | Source: U.S. Census Bureau, March
Current Population Survey.

55 A

50 T T T T T
1989 1991 1993 1995 1997 1999 2001 2003

*Each year is a 3-year average: e.g., 1996 is the average of 1994-96. Exceptions are "Vermont, 1997 and
2000" (single-year data). 2001 data refer to ages 0-18 years; earlier data include ages 0-17.

1989 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004

Vermont| 91 | 92| 92| 94| 93| 94 93 93 9§ 9B 9

DS

B9

b
U.S| 87 87 87 87 87 86 86 86 8¢ 8b 8b 86 87 $8 B8
VT Rank| n/a| 12| 14| o9 3 1 2 1l na na nk D

h/a

("1" is highest)

The Story Behind the Data

Childhood is a critical time for growth and devetognt. Regular medical check-ups and
preventive care, as well as care for illnesses@ndes, are basic services all children should
have. Studies have shown that, in comparison etitldlren who are insured, children without
health insurance are more likely to be in poor theab have no usual doctor; to have fewer or
no visits with a doctor; to use the emergency rooone often; to be missing one or more
recommended immunizations; and to be unable togmtied medical or dental care or services,
including medications and eyeglasses.

Vermont has taken giant strides toward making thaeno child is without medical care
because of lack of health insurance. While omgenal front, the number and percent of
childrenuninsured has grown, the percentage of Vermont amlansured for all or part of the
year has grown markedly since the mid-1980s. Tastmecent data show that, as of 2004, only
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about 5% of Vermont children were without any heatsurance, compared to 11% of children
nationwide’ Federal legislation enabled us to expand eligjtior the “Dr. Dynasaur” program
(Medicaid for children) for families with incomeg to 300% of poverty, and to enhance
coverage for children who are under-insured. Timesasures give children in our state virtually
universal access to coverage; according to segaraéys, Vermont ranks first among states in
the percent of poor children who have health inscea

! Families USA. Unmet needs: The large differerindsealth care between uninsured and insured emildr
Baltimore, MD, 1997.

2U.S. Census Bureau. Current Population SurveyleTidb5. Health Insurance Coverage Status and Bype
Coverage by State--Children Under 18: 1987 to 2004.

% Blumberg SJ, Osborn L, Luke JV, et al. Estimating prevalence of uninsured children: An evaluatibdata
from the National Survey of Children with Speciaaith Care Needs, 2001. National Center for Heztl#histics.
Vital and Health Statisticseries 2, no. 136. Washington, DC, 2004.
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What We Want:Children Live in Stable, Supported
Families

How We Measure Our Success:

1 *
Child Abuse & Neglect Reports
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The Story Behind the Data

The abuse or neglect of children is a baromdtarammmunity's ability to support
families and protect its most vulnerable membé@iise immediate consequences of child
maltreatment are stark and unmistakable; the leng-social costs of abuse are staggering.

For example, studies have found that children wdwb lieen maltreated were
significantly more likely to be arrested as juvesijland to be arrested for drug- and/or alcohol-
related offenses in adulthoddind childhood sexual abuse can increase the fristtadescent
pregnancy. One authoritative estimate, which includes cémtsnedical care and mental health
services, reduced future earnings, and dependenpalic programs, put the annual cost of
child abuse and neglect in Vermont alone at maaa $25 million. If the intangible costs
associated with quality of life are added in, tigeife is more than $206 millich.
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In 2004, 3,361 children in Vermont, about 264 dugwery 10,000 children, were
reported abused or neglected. The national ratel®@sand Vermont ranked third lowest
among 49 reporting statésln recent years, Vermont's rate of reports hasistently been well
below the national average.

What We Want:.Children Live in Stable, Supported
Families

How We Measure Our Success:

Child Abuse & Neglect
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The Story Behind the Data

A more sensitive measure of child maltreatmenésrtumber and rate of substantiated
victims. Recent years have brought significantuotidns in Vermont's child abuse rates. In
2004, there were 77 substantiated victims per T0¢b@dren. In 1999, the Division of Family
Services, Vermont's child protection agency, widgite policy regarding “risk of harm” to
children affected by parents’ substance aBuse.

We think we can attribute at least some of the éorigrm decline to our efforts to offer a
home visit to every Vermont family with a young Ich{see p. 26). Our capacity is now
developed statewide, and indications are that 8086 of families who are offered a home visit
welcome the support. Abuse-prevention efforts itheltide school- and community-based
programs, as well as supports for families, arpihglto raise awareness and provide positive
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parenting alternativesWhat Works: Preventing Child Abuse in Your Commupiiblished by
the Agency of Human Services, contains more inféionaon these successful approaches.

In addition, as we see declining rates of childsa) we can anticipate improvements in
other, related areas, such as assignment to sgelciahtion, high school dropout, substance
abuse, teen pregnancy, youth suicide, delinquearay corrections.

Data by Vermont Region

VT Counties 2000 2001 2002 2003 2004
Addison 76.0 38.3 63.1 40.2 63.0
Bennington 117.6 55.2 122.7 70.1 90.3
Caledonia 34.6 80.9 90.8 110.2 89.6
Chittenden 76.5 84.0 103.1 84.5 65.9
Essex 30.2 37.0 91.3 84.8 74.5
Franklin 90.1 80.1 86.7 102.7 93.6
Grand Isle 70.1 66.4 79.4 85.3 60.7
Lamoille 26.6 18.6 36.5 69.2 73.7
Orange 51.2 36.7 74.3 82.7 81.4
Orleans 40.9 38.4 79.9 87.6 107.5
Rutland 52.9 65.4 54.7 35.8 55.7
Washington 82.9 68.1 99.2 78.2 88.4
Windham 77.8 68.8 63.7 63.7 64.0
Windsor 71.6 87.0 109.6 76.2 80.7

For data by school supervisory union area, sedte® Community Profiles
http://humanservices.vermont.gov/publications/comitydprofiles

For Additional Information

The Family Services Division of Vermont's Departrh@ar Children & Families has more
information atwww.dcf.state.vt.us/fsd/
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! National Institute of Justice. Childhood victiration and risk for alcohol and drug arresResearch Preview
U.S. Department of Justice, Office of Justice Paotg. Washington, DC, November 1995.

2 Stock JL, Bell MA, Boyer DK, and Connell FA. Adsicent pregnancy and sexual risk-taking among #gxua
abused girlsFamily Planning Perspective29, no. 4, August/September 1997.

3 Analysis prepared by the Children's Safety Nekwconomics and Insurance Resource Center. NatiRuralic
Services Research Institute. Landover, MD, 199tadkiment to Miller TR, Cohen MA, and Wiersema Brih@
in the United States: Victim costs and consequeh®#3SRI, 1995.

* U.S. Department of Health and Human ServicesioNak Center on Child Abuse and Neglect Data Sys@miid
Maltreatment 2004: Reports from the states to thiéddal Center on Child Abuse and Neglect. WadbimgDC,
2006. This is a "duplicated" count. For exampleg¢hincidents of abuse involving the same childcatented as
three children. This method is used in order togam Vermont with other states, the vast majorfitylaich report
duplicated counts.

® Vermont Department for Children and Families.rident child abuse and neglect, 20Materbury, VT, 2005.

® Vermont Agency of Human Services. What workev@nting child abuse and neglect in your community.
Waterbury, VT, April 2000.
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What We Want:Children Live in Stable, Supported
Families

How We Measure Our Success:

Children in Substitute Care
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The Story Behind the Data

Abused or neglected children, as well as those avbalelinquent or “unmanageable,”
are sometimes placed in foster homes or otherituestare. While substitute care can create a
temporary “safe haven” from a harmful situation,stnchildren and their parents are better
served when they can maintain themselves as famitg in their home communities, with
proper support. Moreover, substitute care is gdiyeaanore expensive option, costing in
Vermont, on average, $27,000 per child per yeaur{ting just residential costs).

As of the start of the federal fiscal year 2005t(Der, 2004), there were 1,287 Vermont
children living in substitute care, or 94.3 ouiewkry 10,000 childref. It is important to note
that, unlike most other states, Vermont includes lolelinquents and status offenders in its count
of children in substitute care. If the figures eeadjusted for this difference, our rate would
approximately equal the national average. Vernwastriving to reduce the number of youth in
substitute care through intensive family-basedisesy and by seeking permanent living
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arrangements (i.e., returning children to their Beras quickly as possible, or facilitating
adoption). At the same time, we are seeking t@edpur capacity to provide specialized foster
care for troubled children and teens.

Related AHS Performance Measui@rease the rate of children in

state custody.

! Vermont Department of Social and Rehabilitationvi®es. Personal communication from Marcel Rochele
January 2004.

2 Vermont Department for Children & Families. Pemalocommunication from Rich DiMatteo, March 2006.
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What We Want:Children Live in Stable, Supported
Families

How We Measure Our Success:

Moves per Child in Substitute Care: Vermont
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The Story Behind the Data

All children thrive on stability—in their activiis, settings of home and school, and
relationships. For children temporarily placedubstitute care, stability is especially critiaal t
their progress in getting back on the path to hgadevelopment. Too many children experience
a long series of placements before they leaverfeste. This indicator shows theerage
number of placements; thus, it is sensitive to séisat have exceptionally high (or low) numbers
of placements, and may not reflect tipical number. However, we have an interest in reducing
instability for all children in substitute care,nsistent with concerns for their safety.
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Data by Vermont Region

VT Counties 2000 2001 2002 2003 2004
Addison 2.6 3.0 5.5 35 25
Bennington 5.8 5.3 8.3 8.5 9.9
Caledonia 3.9 1.4 4.6 3.3 4.1
Chittenden 45 4.3 7.0 5.8 5.4
Essex 0.6 0.9 0.9 0.8 1.3
Franklin 4.6 4.4 6.1 5.0 5.6
Grand Isle 1.6 1.8 4.8 3.3 4.2
Lamoille 4.4 2.7 4.8 5.3 7.4
Orange 5.3 4.8 2.8 3.1 5.1
Orleans 2.4 3.9 2.8 35 4.0
Rutland 4.6 5.8 5.3 5.8 3.3
Washington 3.0 4.7 6.6 5.6 6.2
Windham 4.0 3.0 4.9 3.7 4.6
Windsor 54 3.7 4.8 4.9 51

For data by school supervisory union area, sedtte® Community Profiles
http://humanservices.vermont.gov/publications/comitydprofiles
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What We Want:Children Live in Stable, Supported
Families

How We Measure Our Success:

Percent Vermont Children 5-17 Receiving Welfare
12.0 1

10.0 4
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Percent in Families Receiving Reach Up Benefits

0.0 T T T T T T T T 1
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Source: VT Dept. for Children & Families; VT Dept. of Health, population

1995 1996 1997 1998 1999 2000 2001 2002 2003 2004

vermont| 100 93| 88| 79] 70] 59] 55 4§ 44 4}
(Note: National data are not available for thisi¢gatbr.)

The Story Behind the Data

Children living in low-income families with a sirgghadult, or in some cases with two
adults, may be eligible for “welfare”—Vermont’s RdaUp program. These families receive
financial and other forms of assistance while tthaltés) prepare, whenever possible, to become
economically self-sufficient through paid employrmeghildren in poor families face a number
of challenges (see p. 76). While welfare refornymlémately prove to have been beneficial to
these children, nationally the evidence to-dataiied?
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Data by Vermont Region

VT Counties 2000 2001 2002 2003 2004
Addison 3.5 3.3 2.5 2.9 2.8
Bennington 8.3 7.8 7.3 6.8 6.4
Caledonia 7.6 6.5 5.3 5.4 6.1
Chittenden 4.7 4.9 3.8 4.2 4.0
Essex 9.2 8.9 6.5 7.9 6.4
Franklin 6.5 5.7 5.0 4.9 55
Grand Isle 6.8 6.6 3.8 5.3 4.2
Lamoille 4.7 4.4 3.3 3.2 3.0
Orange 4.3 4.1 35 3.7 4.1
Orleans 9.2 7.1 6.1 6.9 6.3
Rutland 8.0 7.4 6.0 6.9 6.2
Washington 5.6 4.6 3.8 4.0 3.8
Windham 5.9 5.6 5.3 5.4 5.7
Windsor 4.9 4.9 4.0 4.2 3.8

For data by school supervisory union area, sedke Community Profiles
http://humanservices.vermont.gov/publications/comitytprofiles

! Moore KA, & Zaslow MJ. How welfare reform mighifect children: Updating the conceptual model. ésh
Brief. Washington, DC: Child Trends. December4£00
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Youth Choose Healthy Behaviors

this period can have consequences lasting a ligetiAlthough taking risks is a normal—

and often positive—part of adolescence, not atttaking is wise. Behaviors that result
in certain harm to oneself or others are to bedmaipositiverisk-taking—on behalf of oneself
or others—should be encouraged. Fortunately, @daginning to learn more about what
characteristics (of individuals, relationships, @oednmunities) are associated with negative risk-
taking, and, conversely, which characteristicseopbsitive choices. The Agency of Human
Services’ Planning Division has producéthat Works: Promoting Positive Youth Development
in Your Communitywhich describes a number of strengths-based appes that help young
people thrive'

Young people who make healthy choices, and whewareessful, resourceful, creative,
and joyful, have strongonnectionsith others—parents, other family members, andhgar
peers and adults; they have a sense of belondihgy arecompetenin multiple areas—
academically, socially, emotionally—and exercisartskills to achieve their goals. They
exprescharacterthrough making contributions to others, and depielg a set of values. They
acquire a sursense of who they areconfidence in themselves, confidence in what theré
holds for them, and the determination to make fpes.

In Vermont, some trends for youth are moving poaitive direction (use of alcohol,
tobacco, and other drugs, teen pregnancies art pidr example), while others are still
troubling. In the 2005 Vermont Youth Risk Behav&urvey (YRBS), one in nine students in
grades 8-12 (11%) reported they had “made a plaatishow to commit suicide within the past
12 months. More than one in five (22%) reportezytfelt sad or hopeless continuously for two
weeks or more. Fewer than half of students featltthey matter to people in their communifies.
We must do more to help young people feel valued,ta engage them with positive challenges
and opportunities.

Between 1999 and 2001, the “New Directions” initiatsupported evidence-based
alcohol and drug abuse prevention strategies fothym 23 Vermont communities. Data from
the New Directions evaluation show those commum#iehieved greater reductions in rates of
abuse among students than were seen in the rést sfaté. We are using funds from the 1998
tobacco settlement in a similarly comprehensiva@ggh, outlined in the Health Department’s
Vermont Best Practiceso cut smoking rates (for youth and adults) iti hg 2010? The 2005
YRBS data show reductions in grades 8 through X2garette smoking, and marijuana use; for
alcohol use progress was mixed, with decreaseg®ewanhly for grades 8, 9, and £20n this
issue, and others, communities often need guidaboet “what works.” The Agency of Human
Servicesl’sseries of publications, designed to suriraa&ffective programs and strategies, is one
such tool’

n dolescence sets the stage for adulthood. Decisianle and habits established during

! Vermont Agency of Human Services. What worksiting positive youth development in your commynit
Planning Division. Waterbury, VT, 2000.

2 Vermont Office of Alcohol and Drug Abuse Programsd Vermont Department of Education. The Vermont
Youth Risk Behavior Survey, 2005: Statewide repsermont Department of Health. Burlington, VT, 200

3 Division of Alcohol & Drug Abuse Programs. Newelitions in prevention. Burlington, VT, Summer 300
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* Vermont Department of Health. Vermont Best Reastto cut smoking in half by 2010. Burlingtori \2000.

® Vermont Office of Alcohol and Drug Abuse Programsd Vermont Department of Education. The Vermont
Youth Risk Behavior Survey, 2005: Statewide repdermont Department of Health. Burlington, VT, 200

® As of this writing (April 2006) seven “what worklooklets are available: Preventing youth substatiuse;
Preventing youth disruptive or violent behavior;gigerg youth in school; Preventing teen pregnancymnidting
positive youth development, Preventing child akarsa neglect, and Restorative youth justice alterest
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What We Want.Youth Choose Healthy Behaviors

How We Measure Our Success:

Participation in Youth Programs*

35 - Vermont

30 4
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15 A 02001
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Percent of students participating 1 or more hours per

0

8th Grade 10th Grade 12th Grade Overall
Source: VT Departments of Health and Education,

N . N
Youth Risk Behavior Survey. Programs include clubs or organizations

outside of school, not including sports.

8th Grade 10th Gradel2th Grade Overall

2001 33 28 32 30
2003 30 30 28 28
2009 32 31 31 31

(Note: National data are not available for thisidgadbor.)

The Story Behind the Data

Research shows that involvement in constructivpesvised extra-curricular activities
is associated with reduced likelihood of involverniarrisky behaviors such as school failure,
drug use, and crime.In addition, evidence is emerging that studerits participate in such
activities are also more likely to engage in otttleriving” behaviors?

National surveys of voters show wide margins beliafterschool programs are essential in
their communities, with safety and supervisionyfouth their top concern’s Beginning in 2001,
Vermont included in its statewide Youth Risk Belmm\survey several measures that have been
shown to be related to positive development amanmg people. We expect to collect
these data every other year. According to 2004, datls are somewhat more likely (35%
overall) than boys (27% overall) to participatefiese activities.
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Data by Vermont Region

VT Counties 2001 2003 2005
Percent in Grades 8-12
Addison 31 33 32
Bennington 31 28 30
Caledonia 30 29 29
Chittenden 33 44 45
Essex 23 23 n/a
Franklin 27 25 25
Grand Isle 29 24 27
Lamoille 21 25 24
Orange 25 24 29
Orleans 25 26 26
Rutland 30 29 28
Washington 31 30 28
Windham 29 27 27
Windsor 30 28 30

For data by school supervisory union area, sedke Community Profiles
http://humanservices.vermont.gov/publications/comitytprofiles

For Additional Information

Vermont Out-of-School-Time Network (VOOSWww.voost.org
www.afterschoolalliance.org

Harvard Family Research Projebttp://gseweb.harvard.edu/~hfrp/

For more Vermont Youth Risk Behavior Survey datata
www.state.vt.us/adap/yrbs2005statewidereport.pdf

For more information about what works in promotpuasitive youth development, go to
http://humanservices.vermont.gov/publications/watks-promoting-positive-youth-
development-in-your-community/view

! Scales, P. C., & Leffert, N. (1999). Developméassets: A synthesis of the scientific researcadmiescent
development. Minneapolis: Search Institute.

% Scales, P. C., Benson, P. L., Leffert, N, and iBI¥a.A. (2000). Contribution of developmental asgetprediction
of thriving among adolescent&pplied Developmental Scienek no. 1, 27-46.

% The Afterschool Alliance. “Across demographicararty lines, Americans clamor for safe, enrichafigrschool
programs.” A report on findings of the 2003 natidde poll of registered voters on afterschool paugs.
www.afterschoolalliance.ordecember 2003.

* Vermont Office of Alcohol and Drug Abuse Programsd Vermont Department of Education. The Vermont
Youth Risk Behavior Survey, 2005: Statewide repsermont Department of Health. Burlington, VT, 200
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What We Want.Youth Choose Healthy Behaviors

How We Measure Our Success:

Percent of students participating 1 or more hours per
week
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Students Volunteering in Their Communities

8th Grade

10th Grade

Source: VT Departments of Health and Education,
Youth Risk Behavior Survey.

Vermont

12th Grade

02001
2003
H 2005

Overall

8th Grade 10th Grade12th Grade Overall

2001 50 47 53 48
2003 45 45 49 45
2005 46 43 51 46

The Story Behind the Data

Through service learning, with community-based oizgtions, and in thousands of other
ways, youth give back to their communities. Bymdpso, they develop habits of generosity, and

learn valuable lessons about community-building.

Girls are slightly more likely (49% overall) to woiteer than are boys (43% overall).
Despite these efforts, according to the same YBigk Behavior Survey, fewer than half (45%)
of Vermont &'- to 12"-graders feel valued by their community (see p)244
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Data by Vermont Region

VT Counties 2001 2003 2005
Percent
Addison 46 43 44
Bennington 46 43 41
Caledonia 49 43 45
Chittenden 49 44 45
Essex 54 40 n/a
Franklin 46 43 41
Grand Isle 46 41 43
Lamoille 47 44 43
Orange 48 46 46
Orleans 47 47 41
Rutland 46 44 41
Washington 48 44 42
Windham 48 45 46
Windsor 50 47 46

For data by school supervisory union area, sedke Community Profiles
http://humanservices.vermont.gov/publications/comitytprofiles

For Additional Information

For more Vermont Youth Risk Behavior Survey datata
www.state.vt.us/adap/yrbs2005statewidereport.pdf

For more information about what works in promotpuasitive youth development, go to
http://humanservices.vermont.gov/publications/whatks-promoting-positive-youth-
development-in-your-community/view

1 Vermont Office of Alcohol and Drug Abuse Programsd Vermont Department of Education. The Vermont
Youth Risk Behavior Survey, 2005: Statewide repsé&rmont Department of Health. Burlington, VT, %00
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What We Want.Youth Choose Healthy Behaviors

How We Measure Our Success:

Youth With Depression Symptoms: Vermont
25 4
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Source: VT Dept. of Health, and Dept. of Education, VT Youth Risk

2003 2005
VT Grades8-12 [ 22 [ 23

The Story Behind the Data

Depression is a mental disorder that occurs ambrage-groups, but is often
undiagnosed and untreated. After stimulants, @epressants are the psychotropic medication
most frequently prescribed for youth, despite et that none have been developed specifically
for use with this age-groupVermont students in grades 8-12 are asked whdthrérg the past
12 months, they “felt so sad or hopeless everyfdagt least two weeks that they stopped doing
some usual activities.” This item is consideretdeéca good indicator of depressive symptoms,
which can be temporary or chronic.

Other symptoms of depression include increaselitity or agitation, poor school
performance, changes in eating and sleeping pattprablems with concentration, low energy,
and drug and/or alcohol use. It is important fargmts and others to know the warning signs for
depression, so they can encourage youth to gettesed Youth who have experienced
depression are at greater risk for subsequent si@pesepisodes, and for suicide. Suicide is the
second leading cause of death among Vermont yages(15-243. Risk factors for depression
in this age-group include having parents who hawedrdisorders, experiencing chronic life
stress, and transitions such as changing schodblavimg a stepparent move into the home.
Effective interventions include cognitive-behavidteerapy, drug therapy, boosting the
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supportiveness of the youth’s environment, and ¢ceduenvironmental stressors, such as poor
housing conditions.

Data by Vermont Region

VT Counties 2003 2005
Percent
Addison 20 22
Bennington 23 22
Caledonia 25 25
Chittenden 23 21
Essex n/a n/a
Franklin 24 23
Grand Isle 27 21
Lamoille 26 22
Orange 23 25
Orleans 22 25
Rutland 25 24
Washington 25 23
Windham 23 25
Windsor 23 20

For data by school supervisory union area, conyiaat local superintendent’s office.

Related AHS Performance MeaSuUi@rease the percentage of
students in grades 8-12 who report symptoms ofesdspon.

For Additional Information

Vermont Association for Mental Health, Resourcedeuivww.vamh.org/2005vamhquide.pdf

National Mental Health Association, 800-969-NMH#&yw.nmha.org

For more information about what works in promotpasitive youth development, go to
http://humanservices.vermont.gov/publications/watks-promoting-positive-youth-
development-in-your-community/view

1 Zito M, Safer DJ, dosReis S, Gardner JF, Magd&deken K, Boles M, Lynch F, & Riddle MA. Psycluyic
practice patterns for youth: A 10-year perspectvehives of Pediatrics & Adolescent Medicii&7, no. 1
(January 2003), 17-25.

2 Centers for Disease Control and Prevention. Waed Injury Statistics Query and Reporting System
(WISQARS). National Center for Injury PreventiamdaControl. 2003 data. Available at:
www.cdc.gov/ncipc/wisgars/default.htm

% National Mental Health Association. Fact shedtid@en’s mental health matters. Availablenatw.nmha.org
Zaff JF, Calkins J, Bridges LJ, & Margie NG. Prding positive mental and emotional health in teSwme
lessons from research. Child Trends Research BBegftember 2002). Washington, DC: Child Trends.
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What We Want.Youth Choose Healthy Behaviors

How We Measure Our Success:

Overweight or At-Risk: Vermont Grades 8-12

16
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6 —- At risk

Percent

Note: Overweight, and risk for
4 overweight, are determined by
self-reported height and weight.
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1999 2001 2003 2005

Source: VT Dept. of Health, and Dept. of Education, VT Youth Risk

1999 2001 2003 2005
Overweight 8 10 11 10
At risk 15 13 15 14

The Story Behind the Data

Overweight is prevalent within our teen populatiomearly one in four eighth- through
twelfth-graders is considered on the basis of thelirreported height and weight to be
overweight, or at risk for overweightAnother analysis shows 26 percent of VermonttaQ-7-
year-olds overweight or obese, in comparison tp&tent nationwide; Vermont ranked sixth
best® In adolescence being overweight has ificant negative consequences for physical and
emotional health. As do younger children, teerexirte exercise good judgment about what
they eat, and be physically active. This may nredunicing time spent in sedentary activities
such as television viewing and video games. Sahalsb continue to play an important role in
promoting healthy weight; in particular, foods mad®ilable at school should contribute to
good nutrition®
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Data by Vermont Region

VT Counties 2001 2003 2005
Percent Overweight or At-Risk
Addison 27 29 27
Bennington 25 28 24
Caledonia 27 30 29
Chittenden 20 22 23
Essex 28 31 n/a
Franklin 32 32 31
Grand Isle 22 36 27
Lamoille 24 30 30
Orange 28 31 29
Orleans 28 32 27
Rutland 27 33 30
Washington 23 24 24
Windham 26 27 29
Windsor 25 29 25

For data by school supervisory union area, contat local superintendent’s office.

Related AHS Performance MeaSuUi@rease the percentage of

students in grades 8-12 who are overweight orsatfar obesity.

For Additional Information

For more Vermont Youth Risk Behavior Survey datata
www.state.vt.us/adap/yrbs2005statewidereport.pdf

For more information about what works in promotpuasitive youth development, go to
http://humanservices.vermont.gov/publications/watks-promoting-positive-youth-
development-in-your-community/view

! Vermont Department of Health & Vermont DepartmehEducation. Vermont Youth Risk Behavior Survey,
2005.

2 Annie E. Casey Foundation. State differencesfiesrof overweight or obese youth. Kids Count [Batapshot.
March, 2006.

% Kubik MY, Lytle LA, & Story M. Schoolwide food arctices are associated with body mass index inleidd
school studentsArchives of Pediatrics & Adolescent Medicine, 188. 12 (December 2005), 1111-1114.
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What We Want.Youth Choose Healthy Behaviors

How We Measure Our Success:
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Teen Smoking
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Less than one-fifth of Vermont 9th
12th-graders smoke cigarettes.
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% 9th-12th graders who smoked in last 30 days
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Sources: Vermont Youth Risk Behavior Survey; Centers for Disease Control and Prevention,
Youth Risk Behavior Surveillance System. Data are collected only in odd-numbered years.

1993 1995 1997 1999 2001 2003 2005

vermont| 34| 40| 38| 33| 23] 24 18

US)| 31| 35| 37| 35 29| 24 n/3
(State rankings not available.)

The Story Behind the Data

Smoking is the greatest single cause of avoidadddhdin our society. Among today's
teen smokers, it has been projected that five anilhationally (12,000 in Vermont) will die
prematurely from tobacco-related ilines$eaddiction to cigarette smoking commonly begins in
the early teens, and the earlier smoking begimsptbre difficult it is to quit. Among Vermont
students who smoke, more than half started befyeel 8>

Smoking among Vermont youth has declined signifigan recent years. In 2005, 18%
of Vermont students in grades 9-12 reported smogigagrettes in the past 30 days, the lowest
figure in more than 10 yeafsThe national figure in 2003 was 22%.

Analysis of Vermont’s Youth Risk Behavior Surveyalahows that the behavior of
smoking is associated with other risky behaviose (of alcohol, marijuana and other drugs,
physical fighting, and sexual intercourde)Keeping young people from starting to smoke could
well contribute to preventing these other risk hatvad as well. Research suggests youth
smoking may also lead to symptoms of depressioraanikty®



Vermont's goal to reduce smoking rates in half B§@is one of the most ambitious in
the nation; however, it is achievable. The recmdine in youth smoking rates suggests that a
well-funded, comprehensive prevention effort inwleycommunities, youth, schools, and health
professionals, and supported by strong counterriagseanti-tobacco policies, and enforcement
can help this effort succeed. We know that the geum person is when he or she begins
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smoking, the more damaging the health effécts.
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501 Vermont Teen Smoking By Grade Level

8th Grade

Survey.

9th Grade

Source: Vermont Youth Risk Behavior

10th Grade

11th Grade

12th Grade

8th Grade 9th Grade 10th Gradellth Gradel2th Grade

1995 29 36 41 39 45
1997 26 33 39 39 43
1999 22 25 33 36 42
2001 13 16 22 27 30
2003 11 15 19 23 33
2005 8 14 16 20 23

The most recent Vermont data show that smoking i@ate coming down most
dramatically (by more than half) among younger stud (particularly eighth and ninth graders),
who have been the focus of our recent preventitmntef However, even among older students

rates have fallen considerafly.
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Data by Vermont Region

VT Counties 1999 2001 2003 2005
Percent
Addison 28 22 15 16
Bennington 33 25 24 22
Caledonia 40 31 27 25
Chittenden 27 17 15 12
Essex 41 29 20 n/a
Franklin 36 25 21 17
Grand Isle 34 27 25 20
Lamoille 32 20 21 18
Orange 32 27 22 19
Orleans 36 26 20 23
Rutland 36 29 25 22
Washington 28 19 15 15
Windham 35 27 20 19
Windsor 27 23 18 14

For data by school supervisory union area, sedkle Community Profiles
http://humanservices.vermont.gov/publications/comitytprofiles

Related AHS Performance MeaSuUi@rease the percentage of

Vermonters who smoke.

For Additional Information

For more Vermont Youth Risk Behavior Survey dataia
www.state.vt.us/adap/yrbs2005statewidereport.pdf

! Centers for Disease Control and Prevention. Projeatetting-related deaths among youth—United States.
MMWR 45, no. 4, November 8, 1996.

2 Vermont Office of Alcohol and Drug Abuse ProgramsrsBeal communication from Kelly Hale Lamonda,
January 2004.

® Vermont Office of Alcohol and Drug Abuse Programs] &fermont Department of Education. The Vermont
Youth Risk Behavior Survey, 2005: Statewide report. Vermapabtment of Health. Burlington, VT, 2005.

4 Centers for Disease Control and Prevention. Youth Rigtavior Surveillance—United States, 20GDC
Surveillance SummarieMay 21, 2004.MMWR 53 (No. SS-2).

® Vermont Office of Alcohol and Drug Abuse Programs] &fermont Department of Education. Unpublished data
provided by Kelly Hale Lamonda, Vermont Department oéltte Burlington, VT, January 1999.



115

® Goodman E, and Capitman J (2000). Depressive synspand cigarette smoking among teeRediatrics 106,
748-755. Johnson JG, Cohen P, Pine DS, Klein DF, Ka&sand Brook JS (2000). Association between cigarette
smoking and anxiety disorders during adolescence ahdazhrthood. Journal of the American Medical
Association 284, 2348-2351.

" Centers for Disease Control and Prevention. Prevetutiagco use among young people: A report of the
Surgeon General, At-A-Glance (1994). Accessed fnttp//www.cdc.gov/nccdphp/osh/94oshaag.htm#prvprgs
April 3, 1998.

8 Vermont Office of Alcohol and Drug Abuse Programs, ¥edmont Department of Education. The Vermont
Youth Risk Behavior Survey, 2003: Statewide report. Vermapabtment of Health. Burlington, VT, 2003.



116

What We Want.Youth Choose Healthy Behaviors

How We Measure Our Success:

60 - . .
Teen Drinking
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g Less than half of Vermont 9th-

© 12th graders drink alcohol.
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Sources: Vermont Youth Risk Behavior Survey; Centers for Disease Control and Prevention, Youth Risk Behavior
Surveillance System. Data are collected only in odd-numbered years.

1993 1995 1997 1999 2001 2003 2005
Vermont| 53 | 56| 55| 49| 48 43 42

US| 48| 52| 51| 50| 47 45 n/g
(State rankings not available.)

The Story Behind the Data

Drinking is a major problem in Vermont, and problaloohol use often begins in
childhood. Youth drinking is associated with manlyer problem behaviors: other drug use,
physical fighting, theft, skipping school, self-hang or suicidal behaviors, and involvement
with law enforcement authoritiésIn Vermont alone, the annual costs (includinqaid lost
quality of life) associated with youth alcohol useve been estimated at nearly $65 milfion.

In 2005, 42% of Vermont students in grades 9-12nted drinking within the past 30
days. Rates of alcohol use among teens have dddiowly in recent years, nationally and in
Vermont. As is the case with cigarette smokinghaee seen greater recent progress in
reducing drinking among younger students than wlider students.
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Data by Vermont Region

VT Counties 1999 2001 2003 2005
Percent
Addison 41 39 33 33
Bennington 46 41 38 36
Caledonia 45 45 41 41
Chittenden 40 36 33 33
Essex 63 54 38 n/a
Franklin 50 43 38 35
Grand Isle 42 38 44 35
Lamoille 45 41 41 37
Orange 44 44 39 35
Orleans 51 46 39 38
Rutland 46 41 40 39
Washington 43 37 36 33
Windham 47 47 44 38
Windsor 43 42 37 33

For data by school supervisory union area, sedlte® Community Profiles
http://humanservices.vermont.gov/publications/comityprofiles

Related AHS Performance MeaSus&iease the percentage of
students in grades 8-12 who drank alcohol in tis p@ days.

For Additional Information

For more Vermont Youth Risk Behavior Survey dataiq
www.state.vt.us/adap/yrbs2005statewidereport.pdf

! Substance Abuse and Mental Health Services Administratioms Neease: “Study shows strong relationship
between adolescent behavior problems and alcohol usarthvi, 2000.

2 Levy DT, Miller TR, and Cox CC. Costs of underagmking. Pacific Institute for Research and Evaluation.
Rockville, MD, October 1999. Cost estimates include média, work loss and other tangible costs, and pain and
lost quality of life. Estimates cover alcohol-attributablefitafrashes, violence, burns, drowning, and suicide.

% Vermont Office of Alcohol and Drug Abuse Programs, edmont Department of Education. The Vermont
Youth Risk Behavior Survey, 2003: Statewide report. Vermapabtment of Health. Burlington, VT, 2003.
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What We Want.Youth Choose Healthy Behaviors

How We Measure Our Success:

Alcohol Related* Teen (ages 15-20) Motor
Vehicle Crash Deaths
70 +

Source: National Highway Traffic Safety *Deaths that ar€ alcohol-related are those

Administration, Fatality Analysis Reporting Where a driver or pedestrian had a blood
4 System. alcohol concentration (BAC) of 0.01 grams

per deciliter or greater.
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The Story Behind the Data

Alcohol and driving don't mix, and the combinatisreven deadlier for younger drivers.
Young drivers are learning to coordinate a numlbeomplex driving-related judgments, and
alcohol reduces the ability to make these, andrptiexisions. While the percent of students
who say they “drink and drive” has come down irergcyears, it is still far too high.

In 2005, 15% of Vermont 12graders reported that during the past 30 daysdhsye a
car or other vehicle when they had been drinkiegladl, and 22% of'8through 12-graders
reported they had been riders in a car driven nyesme who had been drinking alcohol. These
figures are both down considerably from 1997 (wtney were 24% and 31%, respectively),
suggesting that prevention efforts do make a diffee’

One way to grasp the tragic dimensions of thiblem is to look at the proportion of all
youth motor vehicle deaths that are alcohol-relatddew years ago, Vermont held the dubious
distinction of ranking worst in the nation on timslicator. In 2002, our community-based
efforts to reduce under-age drinking and alcohlateel teen highway deaths, including START
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(Stop Teen Alcohol Risk Team), received natioeabgnition> Although in our small state the

numbers involved are sufficiently small as to mékeconsiderable year-to-year variation in the
percentages, the recent trend suggests we caneonif@acent about this indicator.

Related AHS Performance MeaSus&iease the percentage of
students in grades 8-12 who drank alcohol in tis p@ days.

For Additional Information

Vermont Governor’'s Highway Safety Programww.vthighwaysafety.com/home.html

Students Against Destructive Decisionsyw.sadd.org

! Vermont Office of Alcohol and Drug Abuse Programs, sfedmont Department of Education. The Vermont
Youth Risk Behavior Survey, 2005: Statewide report. Vermapattment of Health. Burlington, VT, 2005.

2 Vermont Department of Health. Press release: Vermargi®es National Recognition for Reducing Underage
Drinking. November 20, 2002.

® National Highway Traffic Safety Administration. Fatality ArsilyReporting System. Advance data provided by
Jim Wright, October, 2002. “Alcohol-involved” is definesl erashes that involved someone with a blood alcohol
concentration [BAC] of 0.10 grams per deciliter.
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What We Want.Youth Choose Healthy Behaviors

How We Measure Our Success:

Teen Marijuana Use
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Vermont| 19| 32| 35| 34| 30 28 25

US] 18| 25| 26| 27| 24| 22| n/d
(State rankings not available.)

The Story Behind the Data

After alcohol and cigarettes, marijuana is theitlldrug used most by teens. The health
risks associated with marijuana use, including dgera the lungs and cardiovascular system,
and short-term loss of coordination, reasoning, alattness are now well knownln
emergency department visits related to drug abomang youth aged 12-19, marijuana is the
drug most frequently reportédroung people who smoke marijuana are also mucle iteely
to use other harmful drugs, such as LSD, cocaineemin®

Among Vermont students in grades 9-12 in 2005, 2&86rted smoking marijuana in the
past 30 days; in 2003 the comparable U.S. figure 2286. Vermont data show small but
consistent declines from 1999 in marijuana usagenanstudents between grades 8 and 12.
Nevertheless, a higher percentage (more than aem)jrof Vermont youth (ages 12-17) initiate
use of marijuana than in any other state, accordimgcently released survey resdlts.
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Data by Vermont Region

VT Counties 1999 2001 2003 2005
Percent
Addison 27 26 21 19
Bennington 31 28 26 23
Caledonia 28 27 25 22
Chittenden 27 24 23 20
Essex 29 26 18 n/a
Franklin 29 24 23 19
Grand Isle 31 32 29 24
Lamoille 30 26 27 22
Orange 28 29 21 20
Orleans 34 26 23 23
Rutland 28 27 28 26
Washington 28 27 22 20
Windham 34 32 27 25
Windsor 28 29 25 21

For data by school supervisory union area, sedke Community Profiles
http://humanservices.vermont.gov/publications/comitytprofiles

Related AHS Performance MeaSus&iease the percentage of

students in grades 8-12 who used marijuana indse30 days.

For Additional Information

For more Vermont Youth Risk Behavior Survey datata
www.state.vt.us/adap/yrbs2005statewidereport.pdf

! American Academy of Pediatrics. Legalization of mariju&tatential impact on youth. Policy Statement of the
Committee on Substance Abuse and Committee on AdolescBedéatrics 113 1825-1826, June 2004.

2 Office of Applied Studies, Substance Abuse and Mental H&aithices AdministrationThe DAWN Report
Rockville, MD, August 2003.

® The National Center on Addiction and Substance Abu€elaimbia University. Press release: CASA releases
report: “Non-medical marijuana—rite of passage or Russiatette?” July 13, 1999.

* Centers for Disease Control and Prevention. Youth RistaBior Surveillance—United States, 200DC
Surveillance SummarieMay 21, 2004.MMWR 53 (No. SS-2). Vermont Office of Alcohol and Drug Aku
Programs, and Vermont Department of Education. Thenget Youth Risk Behavior Survey, 2003: Statewide
report. Vermont Department of Health. Burlington, VT, 200

®>Wright D, and Sathe N. State estimates of substance fibuséhe 2002-2003 national surveys on drug use and
health. U.S. Department of Health & Human Services, SnbstAbuse and Mental Health Services
Administration. Rockville, MD, January 2005.



122

What We Want.Youth Choose Healthy Behaviors

How We Measure Our Success:

"Unmanageable” Children in Custody: Vermont
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Source: VT Dept. for Children & Families; VT Dept. of Health, population
estimates.

1995 1996 1997 1998 1999 2000 2001 2002 2003 2004

Vermont| 633 | 533| 464] 437 394 344 35p 31 31 3]4
(Note: National data are not available for this indicator.)

The Story Behind the Data

Through their behavior, some youth present majafiehges to parents, school
personnel, and communities. When a young personissocial behavior is such that his or her
parents cannot effectively exercise control, statiorities may need temporarily to assume
custody of the child. In 2004, there was a dailgrage of 216 of such children in custddy.
Most are young teens. In 1996, the state chariggutactices so that children older than 15
years were no longer eligible for custody as “unatgables.”
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Data by Vermont Region

VT Counties 2000 2001 2002 2003 2004
Addison 36.7 39.2 40.1 29.7 37.1
Bennington 455 57.3 67.1 71.1 78.2
Caledonia 30.9 43.3 50.4 33.3 315
Chittenden 46.2 39.8 28.6 23.9 23.4
Essex 35.6 39.4 35.0 48.1 36.9
Franklin 59.4 49.1 41.0 32.2 26.9
Grand Isle 22.8 51.7 43.7 34.4 22.9
Lamoille 25.9 38.3 28.4 43.9 40.4
Orange 13.5 14.7 7.9 11.5 20.6
Orleans 35.7 23.5 26.0 35.0 39.0
Rutland 335 36.8 37.1 48.1 35.1
Washington 13.1 28.3 20.3 20.2 22.0
Windham 26.7 35.4 26.2 24.5 29.4
Windsor 21.7 14.4 15.6 20.0 26.9

For data by school supervisory union area, sedtte® Community Profiles
http://humanservices.vermont.gov/publications/comitydprofiles

Related AHS Performance MeasSuUs&siease the rate of children in

state custody.

For Additional Information

What Works: Preventing Youth Destructive and ViolBehavior in Your Community:
http://humanservices.vermont.gov/publications/wvandy'view

! Vermont Department for Children & Families, Division of FanSlervices. Personal communication with Rich
DiMatteo, March 2006.
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What We Want.Youth Choose Healthy Behaviors

How We Measure Our Success:

"Delinquent” Children in Custody: Vermont
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Source: VT Dept. for Children & Families; VT Dept. of Health, population
estimates.

1995 1996 1997 1998 1999 2000 2001 2002 2003 2004

Vermont| 51.0 | 47.8] 485] 502] 554 544 55p 476 487 s5do
(Note: National data are not available for this indicator.)

The Story Behind the Data

Youth are considered delinquent when they have dttenhoffenses that would be
crimes if they were adults. Delinquent youth ateroplaced in state custody while they work
on correcting their behavior; other delinquentsarea probationary status with the state. In
2004, 358 Vermont delinquent youth were in the @iygiof the Department for Children &
Families.
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Data by Vermont Region

VT Counties 2000 2001 2002 2003 2004
Addison 39.0 46.6 44.6 43.4 41.7
Bennington 81.9 84.7 80.5 87.7 95.4
Caledonia 54.1 51.4 40.3 33.3 22.9
Chittenden 66.8 63.7 53.5 46.5 57.5
Essex 0.0 13.1 11.7 12.0 49.1
Franklin 69.6 68.5 57.4 57.5 50.5
Grand Isle 22.8 38.8 54.6 45.9 57.1
Lamoille 51.7 49.8 53.3 54.9 51.4
Orange 21.5 11.8 13.1 20.1 20.6
Orleans 32.7 23.5 37.6 57.2 715
Rutland 63.0 64.8 46.3 41.0 62.9
Washington 714 75.4 61.0 55.9 53.4
Windham 55.3 54.1 48.6 49.0 52.4
Windsor 17.4 28.9 22.7 26.1 28.5

For data by school supervisory union area, sedktfe Community Profiles
http://humanservices.vermont.gov/publications/comitytprofiles

Related AHS Performance MeaSuUs&iease the rate of children in

state custody.

For Additional Information

What Works: Preventing Youth Destructive and ViolBehavior in Your Community:
http://humanservices.vermont.gov/publications/wwvahgdyview
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What We Want.Youth Choose Healthy Behaviors

How We Measure Our Success:

Court Dispositions for Deliquency: Vermont
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Source: VT Office of the Court Administrator; VT Dept. of Health, population
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Vermont[ 260.0] 312.8] 300 200§ 232k 234 23f2 18hs 1473 2ps2
(Note: National data are not available for this indicator.)

The Story Behind the Data

Family Court may determine that a youth is delingael.e., that he or she has
committed an offense that would be consideredraeif they were an adult. The largest single
category of these offenses are property offensekent and drug-related offenses are the next
largest categories. In state fiscal year 2004¢thesre 1,399 delinquency dispositions.
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Data by Vermont Region

VT Counties 2000 2001 2002 2003 2004
Addison 291.6 227.9 158.3 153.0 213.3
Bennington 411.8 326.3 342.2 3435 4254
Caledonia 291.2 124.5 116.0 146.9 123.2
Chittenden 221.7 288.0 172.1 156.3 198.4
Essex 59.4 131.4 128.5 120.2 86.0
Franklin 190.0 238.7 162.3 226.8 185.0
Grand Isle 79.9 38.8 131.0 103.3 102.9
Lamoille 314.0 157.0 238.0 208.6 257.2
Orange 56.5 64.8 235.9 117.5 108.7
Orleans 264.5 155.9 153.3 301.9 162.4
Rutland 230.6 245.8 165.4 178.1 264.9
Washington 198.1 194.8 167.0 218.8 149.2
Windham 289.6 383.2 280.5 294.0 243.3
Windsor 227.2 226.4 145.9 170.5 160.0

Related AHS Performance MeasSuUs&iease the rate of children in

state custody.

For Additional Information

Vermont Juvenile Justice Commission Report:
www.dcf.state.vt.us/fsd/pubs&reports/JuvenileJespdf
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What We Want.Youth Choose Healthy Behaviors

How We Measure Our Success:

Young Teen Pregnancy Rate
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(State rankings not available.)

The Story Behind the Data

The majority of teen pregnancies are unintendedoartide result of coercioh.Although
pregnancy, childbearing, and parenting are risloiags throughout the teen years, they are
especially so for teens younger than 18. Heal#atls (to mother and child), the potential for
disrupted education, and diminished economic pradspae all greater for teens who become
pregnant.

Moreover, the annual cost to taxpayers attribuvechildbearing in this age-group has
been estimated at $6.9 billiénlt is encouraging that pregnancy rates in Vernaonong 15- to
17-year-olds in recent years are lower than attiamg in recent history;however, we need to
see continued progress here, since the consequassmsated with these events are often so
detrimental for both parents and children.

Access to appropriate health care, comprehensiaithhend sexuality education where
students learn responsible decision-making, andawgul prospects for a bright future are some
of the factors behind this declining trend. Iniidd, some research suggests that nearly half of
adolescent girls who become pregnant have eadien bictims of sexual abuse, which is
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associated with later risky sexual behavidf.Vermont can continue its already remarkable

progress in reducing child sexual abuse (see pp492ve may see even fewer of our young
teens becoming pregnant.

Data by Vermont Region

VT Counties 1999 2000 2001 2002 2003
Addison 22.7 10.0 18.5 12.3 2.5
Bennington 29.9 17.6 28.1 21.0 225
Caledonia 22.2 11.3 13.4 19.4 12.2
Chittenden 25.6 22.0 26.4 18.1 12.6
Essex 13.0 14.0 7.3 6.9 20.0
Franklin 22.1 21.8 15.2 18.5 12.1
Grand Isle 30.3 12.0 15.4 11.6 23.4
Lamoille 19.5 18.3 35.5 11.8 10.0
Orange 14.7 17.8 15.4 17.4 10.3
Orleans 21.1 22.8 13.8 17.4 14.4
Rutland 15.8 24.9 20.5 24.1 17.9
Washington 155 11.3 22.3 21.7 24.0
Windham 22.0 27.9 24.3 21.6 16.1
Windsor 16.7 17.6 16.4 16.6 6.3

For data by school supervisory union area, sedke Community Profiles
http://humanservices.vermont.gov/publications/comitytprofiles

For Additional Information

National Campaign to Prevent Teen Pregnameyw.teenpregnancy.org

! Moore KA, Miller BC, Sugland BW, Morrison DR, Glei DA, @Blumenthal C. Beginning too soon: Adolescent
sexual behavior, pregnancy, and parenthood: A reviewsefarch and interventions. Executive Summary. Accessed
from the U.S. Department of Health and Human Servicessitethttp://aspe.os.dhhs.gov/hsp/cyp/xsteesx.htm

2 Maynard R. (Ed.). Kids having kids: A Robin Hood Fdation special report on the costs of adolescent
childbearing. The Robin Hood Foundation. New York, 1996.

% Vermont Department of Health. Vermont vital statistics: Azimaports, Burlington, VT.

* Stock JL, Bell MA, Boyer DK, and Connel FA. Adolescerggnancy and sexual risk-taking among sexually
abused girls.Family Planning Perspective®9, no. 4, 1997.
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What We Want.Youth Choose Healthy Behaviors

How We Measure Our Success:

Teen Birth Rate
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The Story Behind the Data

The risks of childbearing at a very young age ae# documented. National data show
that, compared to older women, pregnant teens higher rates of complications, maternal
morbidity and mortality, premature birth, low-biikight babies, miscarriages, and stillbirths.

Compared to women who delay childbirth until tHeienties, teen mothers are more
likely to drop out of school, more likely to haveora children, and less likely to complete high
school or go on to college. Early childbearingeiated to lower-status occupations, lower
wages, and lower job satisfaction. Teen paremtsl@sproportionately poor and dependent upon
public assistance.

National data show thehildren of teen mothers tend to live in disadvantaged
neighborhoods, attend low-quality schools, andestmwer in achievement tests. They are more
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likely to repeat a grade, have cognitive and dgvalental deficits, and experience high rates of
family instability? They are more likely to have poorer job prospectdear children while
teens themselves, and to do so outside of marfialyhile poverty undoubtedly accounts for
many of these effects, early parenting is an aalusi risk factor.

Vermont’s teen birth rate has declined 52% sir@@l1]and is consistently one of the
lowest in the country.

Data by Vermont Region

County-level data are available in the annual \@ltistics reports produced by therivient
Department of Health. Seevw.healthyvermonters.info/pubs.shtml#vital

! These problems are mostly attributed to inadequate preaageand poor nutrition, rather than to age, per se.
Fortunately, teens in Vermont have access to a varietgwfstate and local prenatal care services: the percentage
of pregnant teens who began prenatal care in the firgdtenincreased from 57% (1985-1987) to 75%
(1996-1998). Sourcé/ermont Department of Healtiermont vital statistics: Annual reports. Burlington, VT.

2 National Research Council. Risking the future: Adolesseruality, pregnancy, and childbearimpl. 1.
National Academy Press. Washington, DC, 1987. U.S. @eAecounting Office. Families on welfare: Teenage
mothers least likely to become self-sufficient. GAO/HEHS-28-MWashington, DC, May 1994.

? Wolfe B. Teenage childbearing and economic incenti#egus vol. 17, number 1. University of
Wisconsin-Madison Institute for Research on Poverty. r8eml995.

* Vermont Department of Health. Vermont vital statistics: Anmepbrts, Burlington, VT. Ventura SJ, Mathews
TJ, and Curtin SC. Declines in teenage birth rates, 199%: National and state patterhNstional Vital Statistics
Reports, 47no. 12. National Center for Health and Statistics. Decenggs.1
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What We Want.Youth Choose Healthy Behaviors

How We Measure Our Success:

120- Sexually Transmitted Infections--Ages 15-19
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The Story Behind the Data

Pregnancy is not the only risk involved in prematsexual activity. Sexually
transmitted infections can have serious, sometifeebong, health consequences. If teens are
sexually active, they need to use effective prateatonsistently. Not all types of pregnancy
protection offer protection against sexually traitged infections. More than one-quarter of
Vermont youth (27 percent of students in grade2)8ate sexually active. However, only 65
percent of those who are active used a condomgithiir last sexual experient&he
development of easier testing procedures may atéousome of the recent increase in
identified cases of sexually transmitted infections
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Data by Vermont Region

VT Counties 2000 2001 2002 2003 2004
Addison 4.4 6.8 6.1 5.8 5.0
Bennington 2.3 4.7 8.0 14.3 10.9
Caledonia 2.9 6.4 4.9 9.3 10.7
Chittenden 8.3 8.5 10.2 9.6 9.1
Essex 4.4 4.6 22.0 2.0 4.3
Franklin 5.6 6.6 6.1 5.4 11.5
Grand Isle 2.3 0.0 13.1 11.9 1.9
Lamoille 4.7 2.8 9.6 10.5 12.1
Orange 3.6 2.9 8.0 2.5 6.1
Orleans 1.6 2.2 5.8 8.3 3.2
Rutland 5.3 4.3 10.1 7.2 14.8
Washington 3.6 5.9 6.6 7.8 12.8
Windham 4.2 6.0 9.0 6.3 8.8
Windsor 45 4.6 5.0 5.9 9.6

! Vermont Office of Alcohol and Drug Abuse Programs, sedmont Department of Education. The Vermont
Youth Risk Behavior Survey, 2005: Statewide report. Vermapabtment of Health. Burlington, VT, 2005.
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What We Want.Youth Choose Healthy Behaviors

How We Measure Our Success:

Injuries Resulting in Hospitalization: Ages 10-17
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The Story Behind the Data

Injuries are the leading cause of death in thesgm@up, with motor-vehicle crashes
accounting for the majority of these injuries. Howgr, many injuries that don’t result in death
can have life-long disabling effects, and nearlyaed preventable. Important preventive
measures include wearing safety belts while rigmagny vehicle, wearing helmets and other
protective gear while engaging in biking, skiingdaelated sports.

In 2005, 83 percent of students in grades 8-18rte@ they wear a safety belt
consistently when riding in a car; girls are makelly than boys to use safety belts. Use of
alcohol and other drugs also increases the liketihaf injury’

Data for this indicator reflect only those injugieesulting in hospital admission; they do
not include injuries treated in emergency roomdamtors’ offices. Thus, the data may be
sensitive to regional differences in treatment ficas.
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Data by Vermont Region

VT Counties 1999 2000 2001 2002 2003
Addison 5.0 4.6 2.7 3.6 3.4
Bennington 3.6 3.4 35 1.8 2.1
Caledonia 2.9 3.6 2.2 1.8 3.3
Chittenden 2.3 2.6 3.1 3.3 2.1
Essex 2.4 0.0 1.3 7.0 3.6
Franklin 2.0 15 2.3 1.5 1.4
Grand Isle 6.4 0.0 3.9 2.2 3.4
Lamoille 7.5 5.9 10.8 9.0 11.7
Orange 4.7 4.3 35 2.9 3.2
Orleans 4.4 4.5 2.9 4.6 25
Rutland 3.1 2.9 3.2 2.8 3.8
Washington 2.4 2.1 2.0 1.7 2.3
Windham 4.9 4.4 2.9 2.8 4.3
Windsor 4.2 3.3 2.9 1.8 2.6

! Vermont Office of Alcohol and Drug Abuse Programs, sedmont Department of Education. The Vermont
Youth Risk Behavior Survey, 2005: Statewide report. VerBapartment of Health. Burlington, VT, 2005.
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What We Want.Youth Choose Healthy Behaviors

How We Measure Our Success:

Teen Violent Deaths: Vermont
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The Story Behind the Data

Violent deaths—due to intentional or unintentioimiry—are nearly always
preventable. They result from carelessness, m#tg and, sometimes, insufficient
social support. Motor vehicle and other “accidégenerally account for most violent
deaths among teens. Substance abuse, fatiguanaedted mental iliness are often
factors. Although thankfully the annual numbetledse deaths in Vermont is very small,
each calls our attention to what could have beer do prevent it.
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Data by Vermont Region

VT Counties 1999 2000 2001 2002 2003
Number of Deaths
Addison 2
Bennington
Caledonia
Chittenden
Essex
Franklin
Grand Isle
Lamoille
Orange
Orleans
Rutland
Washington
Windham
Windsor
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For data by school supervisory union area, sedke Community Profiles
http://humanservices.vermont.gov/publications/comitytprofiles
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The Power of “Assets”

Increasingly, we know that we cannot define posigeuth development as simply the
absence of risk behaviors; we must also identibgé¢hstrengths in the lives of young people that
contribute positively to their well-being.

Strong connections with parents and other pos#éddt figures, competence in one or
more skill-areas, independent decision-making, geitmn for participation in meaningful
activities—these are some of the factors expertseagre critical for all youth to be engaged,
productive citizens.

Just how important are these? Recent analysfewhont Youth Risk Behavior Survey
data shows the cumulative effect that just six é&s'shave on the likelihood that teens will
engage in either risk behaviors or healthy behavidihe six are: getting good grades in school,
talking with parents frequently about school, feglthat students help decide what goes on in
school, participating in after-school programslé¢ast 1 hour per week), volunteering in the
community (at least 1 hour per week), and feelivag tI matter” in the community. The more of
these six assets students report having, theiketg they are to venture into risky behavior, and
the more likely they are to adopt health-promofinactices.
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Risk Behaviors Decline with Number of Assets
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Youth Successfully Transition to Adulthood

responsible adult participation in the community—

economically, intellectually, socially, and othesei—has
always been a significant developmental challengeday, in a world
that is increasingly competitive, and which appdéanmnmhany to hold
uncertain prospects for continued well-being, peshaps especially
difficult. Too many of our youth are ill-equippéal the world of the
21% century, which requires excellent academic anerjrersonal skills,
as well as a strong grounding in personal, fanaihd community
values.

Vermont has begun taking some important steps thaapporting
these transitions through regional Workforce Innvesit Boards, the
JOBS Initiative, the Vermont Student AssistancepBaation, and other
state-and-local partnerships.

However, there are a number of disturbing signandigg the
well-being of many young adult Vermonters. Alcolhsk, and use of
illicit drugs (especially marijuana) are extraomtity high among this
group, and appear to be increasing in recent ye@arsre is great unmet
need for treatment services. The prevalence a¢atidns of serious
mental illness in this age-group is considerabgjhlkr than in the
general Vermont population.

Some Vermont youth face exceptional challenges mggitie
transition to adulthood. These include youth wdiabilities, youth
who have been in foster care, youth involved injtivenile justice
systerr;, youth who are parents, and youth who hdrapped out” of
school:

I\/I oving from a status of youthful dependence to dne o

1 Wright D, and Sathe N. State estimates of substance fibuséhe 2002-2003 national surveys on drug use and
health. U.S. Department of Health & Human Services, SnbstAbuse and Mental Health Services
Administration. Rockville, MD, January 2005.

2 Nelson, DW. Moving youth from risk to opportunity. Kiids count data book: State profiles of child well-being,
2004 The Annie E. Casey Foundation. Baltimore, MD, 2004.
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What We Want.Youth Successfully Transition to
Adulthood

How We Measure Our Success:

Vermont High School Seniors With Aspirations for
100.0 - Education or Work

95.0

90.0

/‘\_//\.\_\

Percent

85.0

80.0 4

75.0 T T T T T T 1
1995 1996 1997 1998 1999 2000 2001 2003

Source: VT Student Assistance Corporation.

1995 1996 1997 1998 1999 2000 2001 2003

Vermont| 880 | 800 | 87.0] 89.0] 806 88d 879 ss)
(Note: National data are not available for this indicator.)

The Story Behind the Data

Aspirations reflect young people’s current viewsghedmselves and their aiigs, as well
as their sense of the future and what they camattdaving positive expectations for the future
has been identified as part of a constellationesietbpmental “assets” for youthYoung people
who are committed to long-term goals may be mdedytito refrain from a variety of risky
behaviors. In contrast, youth who have no cleaa idf what they will be engaged in following
high school may be vulnerable to poor decisionsandttitude of hopelessness. In today’s
world, it is difficult to imagine becoming self-didient without pursuing either work or further
education after leaving high school.
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Data by Vermont Region

For data by school supervisory union area, sedkte Community Profiles
http://humanservices.vermont.gov/publications/comitytprofiles

For Additional Information

Vermont Student Assistance Corporatiemvw.vsac.org

! Scales PC, & Leffert N. Developmental assets: A syntluésise scientific research on adolescence. Minneapolis,
MN: Search Institute. 1999.
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What We Want.Youth Successfully Transition to
Adulthood

How We Measure Our Success:

Post-Secondary Education
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Vermont

50.0 -
/ About 2 out of 3 Vermont

high school graduates
40.0 + - : -
continue their education.

30.0 +

20.0 +

Percent of high school graduates
entering post-secondary education (2- and 4-year schools)

Sources: Vermont Student Assistance
10.0 + Corporation; National Center for Education
Statistics.

0.0 f f f f f f f f f f f f {
1978 1982 1986 1988 1990 1992 1994 1996 1997 1998 1999 2000 2001 2003

1978 1982 1986 1988 1990 1992 1994 1996 1997 1998 1999 2000 2001 2002 2003

Vermont| 43.9| 51.0 56.0 61.8 60J0 6213 63.8 6(.7 1.9 §2.5 $1.0 p0.42|6R/a| 62.9

U.S]50.1] 50.4 53.4 58.p 59/9 617 619 6p.0 67.0 45.6 $2.9 p3.38|665.2] 63.9
(State rankings not available.)

The Story Behind the Data

Today, most jobs paying a livable wage requireamdy a high school diploma, but also
post-secondary training or a college educationmg@ared to the rate for college graduates, the
unemployment rate for high school graduates iséwi high, and the unemployment rate for
youth with fewer than four years of high schodiaisr times as high.

Fortunately, the percentage of Vermont's high stgamuates who continue full-time in
a college or vocational school has increased s{eader the last two decades. Data show that
63% of 2003 high school graduates continued in@cltompared to 44% in 1978.

Data by Vermont Region

For data by school supervisory union area, sedtte® Community Profiles
http://humanservices.vermont.gov/publications/comityprofiles
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Related AHS Performance MeaSW&rease the percentage of first

births to unmarried teens without a high schoolaya.

For Additional Information

Vermont Student Assistance Corporatiamavw.vsac.org

! Children's Defense Fund. The state of America's childi@®]. Washington, DC, 1991.

2 Vermont Student Assistance Corporation. Senior Survey, 61&303. Winooski, VT. Data from 1996 and later
reflect a higher response rate than obtained on presigusys; therefore, these data may not be strictly corigara

to previous years'.
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What We Want.Youth Successfully Transition to
Adulthood

How We Measure Our Success:

Teens Not Attending School

12 4 H
and Not Working
10 -
35
S U.S.
g 8
>
o
—
. | / \‘
3 Vermont
kS
% 4 About 1 in 17 Vermont teens was
o not attending school and not
& working in 1999-2001.
2 4
0

1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 2001

Source: Annie E. Casey Foundation, Kids Count *Each year shown is a 3-year average: e.g., 1997 is the
Databook . average of 1994-97.

1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 2001

Vermont| 6 7 7 7 7 7 8 8 7 6 6
US] 10| 10] 10| 10| 9 9 9 9 8 8 8

VT rank| 5 8 | 10| 10] 10| 12| 19/ 18 14 8 6

("1" is lowest)

The Story Behind the Data

Adolescence is a time for making commitments thdtl@ad to economic self-
sufficiency in adulthood. Some youth pursue furéggucation right after high school; others
develop their skills in the world of work, eithes a prelude to further educational plans, or to
begin a career path. Teens who find themselvasither group are at a disadvantage, their
progress toward financial independence stalled.

People who are unemployed for a significant pathefr young adult years are more
likely to have trouble finding and keeping a jodater life. To serve all our youth well, we
must ensure that there are adequate opportunitig¢bdir progress. In addition, youth must be
willing to commit their energies to this criticald-task.

Vermont's record on this indicator has been fathble over the past several years. For
the most recent period (1999-01), 6% of Vermdtf'sto 19-year-olds were not attending
school and not working. The comparable nationataye for that period was 8%Analyses of
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the national trends on this indicator show distaghiises in unemployment, underemployment,
and “dropout” from the labor force among teens wmahg adults.

! The Annie E. Casey Foundation. Kids count data booke $tafiles of child well-being, 2008altimore, MD,
2004.

23um A, and Khatiwada I. Still young, restless, and joblBss growing employment malaise among U.S. teens
and young adults. Jobs for America’s Graduates. AbirkanVvA, 2004.
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What We Want.Youth Successfully Transition to
Adulthood

How We Measure Our Success:

Youth Unemployment

27 (Ages 16-19)

20 4
uU.s.

15 +

Percent

10 + Vermont

About 1 in 8 Vermont youth in the labor
force was unemployed in 2004.

Source: VT Dept. of Employment & Training;
U.S. Bureau of Labor Statistics.

O T T T T T T T T T T T 1
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1992 1993 1994 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004

Vermont| 16.8| 11.3 9.9 13.¢ 128 13]1 141 99 47 1.3 108 [I3.3 [11.8

U.S]20.0f 19.q 17.¢ 173 16{f7 160 14.6 13.9 18.1 14.7 16,5 [17.9]|17.
(State rankings not available.)

The Story Behind the Data

Unemployment rates for 16- to 19-year-old youthdgfdy are higher than those for any
other age group, but tend to increase and decvadis¢he overall unemployment rates. In 2004,
the youth unemployment rate in Vermont was 11.8%,@ver the last decade has been as low as
5.5%, in 1988. Vermont's rate consistently hasbewer than the national averae.

An important group of young people who need asstgtan moving from school to work
are those with severe disabilities. Vermont's J@B8mp On Board for Success”) Initiative
works to place youth with severe emotional and benal disabilities, many of whom have
histories of involvement with the criminal justisgstem or foster care. In state fiscal year 2005,
the JOBS Initiative reported 193 of these youthemeorking in competitive jobs.Vermont's
“Career Start” project works with a number of sis¢stewide to improve transition outcomes for
youth with disabilities.
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1 U.S. Bureau of Labor Statistics, Current Popatasurvey.

% State of Vermont, Department of Aging and Disdikti. Personal communication with Glen McClintoskril
2006.

3 For more information, seeww.dad.state.vt.us/dvr/CareerStart/ CRHome.htm
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What We Want.Youth Successfully Transition to
Adulthood

How We Measure Our Success:

New Families at Risk*

12.0 +

u.S.
10.0 +

Vermont
8.0 +

6.0 +

Percent of first births

4.0 +

*First births to unmarried women
younger than 20, with fewer than 12
20+ years' education.

Source: Annie E. Casey Foundation, Kids

Count Databook; VT. Dept. of Health, Vital

Statistics System.
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Vermont| 75| 92| 75| 80l 74 71 90 8k 7|3 91 ds 44 t8 ko |66
U.SJ11.0
VT Rank| 3

("1" is lowest)

The Story Behind the Data

Early childbearing—especially outside of marriaged especially before completing
school—is often a prescription for serious probler@®nsidered separately, these circumstances
(having a child while a teenager, becoming a sipglent, not finishing school) are risky in
themselves, though they might not spell troublevary case. But in combination these three
factors pose a nearly certain risk to healthy fgrdédvelopment.

Children in these families are almost 10 times nli&edy to live in poverty as those with
none of the risks$. These are our “new families at risk.” By the saiwken, reducing the risk in
even one of these areas—such as by encouragingng yoother to stay in school—can
substantially improve family outcomes.

Vermont has proportionately fewer of these “nemifees at risk” than does the country
as a whole; our rate for 2004 was 6.6%[he only national comparison figure (11.0%) veed
is for 1990, when Vermont ranked third lowest amtmegstates.




151

Data by Vermont Region

VT Counties 1999 2000 2001 2002 2003
Addison 8.2 6.5 8.5 4.2 1.4
Bennington 12.9 16.8 13.1 11.0 9.9
Caledonia 10.9 4.4 11.8 8.6 5.5
Chittenden 8.5 7.5 7.0 5.8 3.6
Essex 7.4 10.3 7.7 9.1 12.0
Franklin 104 12.3 6.2 8.6 3.4
Grand Isle 10.3 3.4 14.3 4.3 10.0
Lamoille 5.1 3.1 9.7 2.5 4.6
Orange 10.7 10.4 9.6 9.4 4.1
Orleans 11.0 8.3 8.9 11.8 5.2
Rutland 6.6 10.0 9.0 11.7 7.9
Washington 6.9 4.0 6.5 6.4 4.4
Windham 12.4 12.2 9.6 11.0 8.0
Windsor 7.0 9.2 8.3 8.5 4.4

For data by school supervisory union area, sedtte® Community Profiles
http://humanservices.vermont.gov/publications/comityprofiles

Related AHS Performance MeasSW&rease the percentage of first

births to unmarried teens without a high schoolahya.

! The Annie E. Casey FoundatioKids count data book: State profiles of child weding, 1993Center for the
Study of Social Policy. Washington, DC, 1993.

2 Vermont Department of Health. Vital Statisticst®&ystem. Burlington, VT, December 2005.

% The Annie E. Casey FoundatioKids count data book: State profiles of child wediing, 1993Center for the
Study of Social Policy. Washington, DC, 1993.
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What We Want.Youth Successfully Transition to
Adulthood

How We Measure Our Success:

Percent Repeat Births To Teens
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The Story Behind the Data

Although some older teens can responsibly assueneotl of parent, a second
birth for a mother who is still a teenager is lik& contribute to economic and other
struggles. These parents will be much less likelynish school, to find well-paying
jobs, and to stay off public assistance.

Nationally, about one in five births to teens apaat births, whereas in Vermont
the ratio is closer to one imght’ Some factors identified by research that redbee t
likelihood that a teen will have a repeat birth: ataying in school; living with a parent
or on her own, rather than with a husband, boyttiem other adult; and having a high
school diploma or GEB. In Vermont, community-based home-visiting progsa(see p.
26) help support teen parents to make sensiblsidesiaround future childbearing.
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! National Vital Statistics System, National CerferHealth Statistics, Centers for Disease Corsarul
Prevention. Personal communication with Steph®eietura, March 2006. Vermont Department of
Health. Vital Statistics Data System. Burlingtori; \anuary 2006.

2 Manlove J, Mariner C, and Romano A. Postposiagpnd teen births in the 1990s: Longitudinal
analyses of national data. Child Trends, Inc. Wagtbin, DC, 1997.
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What We Want.Youth Successfully Transition to
Adulthood

How We Measure Our Success:

Out-of-Home Placements, Ages 18-24
Vermont
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Sources: VT Departments of Children & Families, Health, Corrections, and Education; VT Dept. of
Health, population estimates.
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Vermont| 104 | 82 | 84| 82] 92] 92| o97] 114 10f 11p
(Note: National data are not available for thiséadbor.)

The Story Behind the Data

The largest group of young people in out-of-hom&ady of the state are those who are
incarcerated. Young adults commit a disproportieshare of crimes.It is important for
communities to help these young people turn tiedslaround; those who do not are likely to
become a long-term burden on our public systementd health and substance abuse treatment
needs are great within this age-gréufshere are smaller numbers of youth who are in the
custody of the Departments of Education, ChildreRanily Services, and Health.
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Data by Vermont Region

VT Counties 2000 2001 2002 2003 2004
Addison 6.0 4.9 5.6 2.1 3.5
Bennington 15.8 16.9 20.2 155 20.7
Caledonia 10.0 7.6 9.7 9.0 10.8
Chittenden 7.8 7.4 8.8 10.7 10.9
Essex 11.9 14.4 25.6 14.2 19.3
Franklin 13.5 13.0 13.2 13.6 16.1
Grand Isle 12.9 6.0 12.1 6.3 0.0
Lamoille 7.8 8.1 6.8 9.2 9.9
Orange 6.8 6.2 10.5 6.5 6.1
Orleans 13.4 18.9 14.6 15.1 13.6
Rutland 7.8 10.2 12.4 13.1 10.8
Washington 11.4 11.3 15.7 9.8 9.5
Windham 16.8 9.3 17.3 10.9 10.5
Windsor 4.7 11.9 9.5 9.8 8.1

Related AHS Performance MeaSui@rease the number of young

adults (<20) who are first-time entrants into cofi@ns custody.

! Vermont Department of Public Safety. Vermont Gri®in-Line:www.dps.state.vt.us/cjs/crime_04/vcon.htm

2 U.S. Department of Health and Human Services, tAnbs Abuse and Mental Health Services Administrati
National Survey on Drug Use and Heatittp://oas.samhsa.gov/2k4State/toc.htm
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What We Want.Youth Successfully Transition to
Adulthood

How We Measure Our Success:

Injuries Resulting in Hospitalization: Ages 18-24
Vermont
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Source: VT Dept. of Health, Hospital Discharge Data.
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Vermont[ 64 | 64 | 71| 55 51] 44 41] ad 4d 43
(Note: National data are not available for thisidgatbr.)

The Story Behind the Data

Injuries are a leading cause of death and disgliilithis age-group. Alcohol use is a
factor in many of these cases; young adults as@pgare more likely than others to be heavy
users of alcohol and other drugdvany injuries are the result of motor vehiclasires.
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Data by Vermont Region

VT Counties 1999 2000 2001 2002 2003
Addison 2.0 2.2 3.7 2.4 2.5
Bennington 6.7 35 4.6 55 6.7
Caledonia 4.0 4.6 5.2 3.0 4.7
Chittenden 3.0 3.0 2.3 3.4 4.0
Essex 17.1 4.8 8.2 4.7 5.3
Franklin 2.9 6.6 54 7.2 6.1
Grand Isle 8.4 7.7 10.0 14.5 4.8
Lamoille 5.2 4.8 6.4 3.4 4.0
Orange 7.2 5.9 4.7 3.1 3.1
Orleans 7.5 8.6 6.9 5.2 6.5
Rutland 5.0 3.2 5.0 5.8 4.7
Washington 4.0 3.1 3.1 5.2 5.6
Windham 6.3 5.7 5.6 5.3 4.3
Windsor 7.2 8.3 4.3 3.4 4.3

! Substance Abuse and Mental Health Services Adtratiisn, Office of Applied Studies, National Survey Drug
Use and Health, 2003 and 2004.
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What We Want.Youth Successfully Transition to
Adulthood

How We Measure Our Success:

Teen Non-Violent Deaths: Vermont
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The Story Behind the Data

A small number of deaths in this age-group resolfillnesses, including cancer and
congenitabisorders Not all of these are preventable, given curmeatlical knowledgeMore
research into causes and effective treatment isssacy to reduce further these numbers.
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Data by Vermont Region

VT Counties 1999 2000 2001 2002 2003
Number of Deaths
Addison 0 0 2 1 0
Bennington 0 0 0 0 2
Caledonia 0 1 0 2 0
Chittenden 2 1 4 3 0
Essex 0 0 0 0 0
Franklin 0 0 2 2 1
Grand Isle 0 0 0 0 0
Lamoille 0 0 2 0 0
Orange 1 0 1 0 0
Orleans 1 0 0 0 1
Rutland 1 1 1 0 0
Washington 0 2 0 0 0
Windham 0 1 0 2 0
Windsor 0 0 0 2 1
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Adults Lead Healthy and Productive Lives

exercise and are healthier, on average, than rasidé many other states; and we
have made health care accessible for more of amplpe However, excessive
alcohol use, and overweight, are two serious hegatihlems for Vermonters.

In the past decade, economic security for mankingrVermonters has become more
difficult to achieve as the costs of basic necessltave climbed faster than their incomes.
Economic inequality among Vermonters has increas&tmont per capita income and wages
trail national averages. Our poverty rate, dectirduring the 1980s, rose during the recession of
the early 1990s, and has fallen only slowly sifant

The Joint Fiscal Office of the Vermont Legislat@using methodology developed bhe
Vermont Job Gap Studgee p. 189]) estimates that a livable wage fianaily with two wage-
earning parents and two children in 2005 is $1p&6hour, for each earnerThe minimum
wage, $7.25 as of January 1, 2006, meets only Fattsolevel, which covers only basic needs
and taxes. Job growth during the 1990s was coratedtin the occupational sectors paying the
lowest wages (i.e., wholesale/retail trade andisesvsectors, and self-employment). Jobs in
these areas are also less likely to have bensfith as health insurance, and more likely to
employ part-time, contingent, or seasonal worké&y<.999 report for the Vermont State
Legislature estimated that 60,000 Vermonters wefamilies where there was at least one adult
full-time worker who did not earn a livable incomaVelfare reform raises many unanswered
guestions: What jobs will people formerly on pulagsistance find? How will their children be
cared for? What wiltheir futures hold?

V ermont ranks high on many measures of health. tAéerimonters get more

! Vermont General Assembly, The Joint Fiscal Offi@asic needs budgets and the minimum wage. Mbetpe
VT, 2005. Wage figure refers to earners livingural areas who have employer-assisted healthacatevhose
families adopt a “low cost food plan.”

2 Kavet T, Brighton D, Hoffer D, and McCrate E. /&% research and analysis in support of the livatleme
study committee. Prepared for the Vermont Statgdlature Livable Income Study Committee. MontpelVT,
November 1999.
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What We Want:Adults Lead Healthy and Productive
Lives

How We Measure Our Success:

Adult Cigarette Smokers*
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The Story Behind the Data

Cigarette smoking is the greatest single causeatiable death. In Vermont, tobacco
use underlies at least 20% of all deaths (fromtrdisease, cancer, stroke, lung disease,
pneumonia, and other diseasks).

The direct medical costs in Vermont related to simpkave been estimated at $80
million annually? and the total smoking-attributable costs in Vemtrat $161 million (and
rising) 3 In 2004, 19.5% of Vermont adults reported smokiiggrettes, down from about 30%
in 1982. This was slightly lower than the meditatesprevalence, 20.8%. Vermont ranked
12" lowest among the states in 2004.

Vermont receives approximately $29 million per yaaipart of the 1998 Multi-State
Tobacco Settlement. A successful tobacco contrategy for Vermont will incorporate
proven
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elements of a comprehensive program. In Vermomtet-income and young adults are the
groups most likely to smokeHealthy Vermonters 201¢alls for reducing the percentage of

adults who smoke to 12% or less, so we are far fianhing the goal on this enormous health
issue.

Data by Vermont Region

VT Counties  1996-2000 1997-2001 1998-2002 1999-2003 2000-2004

Addison 23.7 20.4 20.4 21.1 20.8
Bennington 20.8 21.8 224 20.3 20.1
Caledonia 22.6 22.6 22.2 21.0 22.8
Chittenden 22.3 21.6 19.9 19.3 18.0
Essex 21.6 26.2 26.5 27.6 23.6
Franklin 25.4 24.1 23.7 24.0 24.8
Grand Isle 22.4 20.2 18.9 16.7 14.9
Lamoille 20.8 21.1 19.8 20.3 20.3
Orange 24.6 23.1 22.3 21.3 21.0
Orleans 23.9 25.3 23.6 22.7 22.7
Rutland 24.6 25.3 24.7 23.7 23.7
Washington 21.6 21.9 21.9 20.6 20.4
Windham 20.9 21.4 21.9 21.4 21.1
Windsor 19.9 19.5 20.0 20.4 20.3

Related AHS Performance MeaSUi&rease the percentage of
Vermonters who smoke.
For Additional Information

Our Smokers' Toll-Free Quit Line: 877-YES-QUIT {8937-7848)

Vermont Tobacco Evaluation & Review Boahdtp://humanservices.vermont.gov/boards-
committees/tobacco-board

1 Vermont Department of Health. Memo on the "He&tatus of Vermonters. Burlington, VT, June 3929

2 Office on Smoking and Health, National Center@ronic Disease Prevention and Health Promotfeact
Sheet: "Tobacco Use in Vermont." Centers for Disg@ontrol and Prevention (not dated).

3 Vermont Department of Health. Health status rej98. Burlington, VT, 1998.
* Centers for Disease Control and Prevention. @ehal Risk Factors Surveillance System.
® Vermont Department of Health, Vermont DepartnarEducation, Vermont Department of Liquor Control,

and the Vermont Tobacco Evaluation & Review Boavérmont tobacco control work plan, 2004 & 2005.
Burlington, VT, January 2004.
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What We Want:Adults Lead Healthy and Productive
Lives

How We Measure Our Success:

Adult "Binge Drinking"
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VT Rank| 44 32 20 38 38| n/al 371 n/ig 34 np nla 47 32 B0

("1" is lowest)

The Story Behind the Data

Vermont has a drinking problem. Alcohol is oftefaetor in child abuse, domestic
violence, and other violent crime; in suicide; bsanteeism and decreased productivity at school
and on the job; and in many injuries and iliness@kildren who live in alcoholic families miss
more school, have more illnesses and injuries,naoiek behavioral problems.

Overall costs attributed to alcohol in Vermont weséimated, in 1990, at $236 million
annually ($25 million in medical and treatment saabnef. Unfortunately, most primary care
physicians fail to diagnose the early signs of latd@buse, according to a national survey.

During 2004, 16.1% of Vermont adults (ages 18 arat)areported binge drinking
(drinking five or more drinks per occasion) at leaste in the previous 30 daysvermont's
rank among the states has improved froffi @it of 45 states) in 1990, to"™30ut of 50 states)
in 2004. However, Vermont's rate remains highanttie national median, which is 14.8%.
In Vermont, “binge drinking” is much more prevalent@my men, especially young
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adults. Drinking among Vermont's college
students is an area of particular concern, withgbidrinking” within the past two weeks
reported by 50% of this group in a 1998 survey gikamplé’

Data by Vermont Region

VT Counties ~ 1999-2003 2000-2004 2001-2005 1999-2003 2000-2004

Addison 16.0 17.0 18.4 16.4 15.4
Bennington 15.6 14.9 15.7 15.6 14.1
Caledonia 12.9 14.1 14.4 15.5 16.7
Chittenden 22.0 21.6 20.9 20.5 18.5
Essex 19.5 19.9 17.4 16.3 10.8
Franklin 17.8 17.5 17.8 18.1 17.9
Grand Isle 16.5 15.3 18.0 17.4 20.1
Lamoille 17.6 18.2 19.2 18.6 18.7
Orange 16.0 16.5 16.1 18.2 16.9
Orleans 17.6 17.4 17.2 16.4 16.0
Rutland 18.1 18.1 17.9 17.7 16.3
Washington 16.5 14.8 14.4 154 16.5
Windham 13.3 15.0 13.8 13.1 13.1
Windsor 15.1 15.5 16.7 16.8 16.1

Related AHS Performance MeaSUi&rease the percentage of

Vermonters who are “binge” drinkers.

For Additional Information

Vermont Department of Health Alcohol Awareness infation:
http://healthvermont.gov/adap/aam2006/info.aspx

1 Vermont Office of Alcohol and Drug Abuse Progrant&onomic and human costs of alcohol abuse feomale
to grave.' Burlington, VT, October 14, 1996.

2 Center for Substance Abuse Prevention. Costkcohal, tobacco, and other drugs. CSAP softw&ebstance
Abuse and Mental Health Services Administration,HB{ Washington, DC, 1990.

% The National Center on Addiction and Substancas&tat Columbia University. Press Release: “CA®fe&ses
Physician Survey.” May 10, 2000.

* Vermont Department of Health. Vermont BehaviorakREactors Surveillance System. Burlington, VT.
® Centers for Disease Control and Prevention. #ehal Risk Factors Surveillance System.
® Vermont Department of Health, Office of Alcoh@icaDrug Abuse Programs. Alcohol, tobacco, andradheg

abuse prevention needs of Vermont college studBetsults of the 1998 Core Alcohol and Drug SurvAugust
1999.
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What We Want:Adults Lead Healthy and Productive
Lives

How We Measure Our Success:

Alcohol-Related* Motor Vehicle Deaths

9.0
8.0 L *Deaths that are alcohol-
) related are those where a
driver or pedestrian had a
g 7.0 - blood alcohol
g concentration (BAC) of
= \4 /\ 0.01 grams per deciliter or
8_ 6.0 + \/ greater. u.s
S .
8 50 |
S Vermont
S R e I I
5 Year 2010 Goal
o
»w 3.0 T
o
=
o
A 20 T
Source: National Highway Traffic Safety
1.0 + Administration, National Center for Statistics
and Analysis
0.0

1993 1994 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004

Vermont[{ 85| 6.2 | 75| 6.6/ 58 64 571 51 5 44 47 5lo

US)e68| 64 | 6.6] 65/ 60 59 58 59 6L 60 59 5
VT Rank| 36 | 23 | 28| 24| 22| 26/ 29 19 23 11 1p 2
("1" is lowest)

=

N

The Story Behind the Data

One particularly tragic reflection of Vermont's @thol problem is the number of motor
vehicle deaths that are alcohol-related. A godedlthy Vermonters 201i8 to have no more
than four such deaths per 100,000 people.

In 2004, the Vermont rate was 5.0, barely belowdigonal rate of 5.1, and still above
our 2010 goal. Among the states, Vermont rankédl 2@st. Thirty-two percent of all 2004
motor vehicle deaths in Vermont were alcohol-relatempared with 39 percent nationwide.
The average cost of each alcohol-related fatalityérmont has been estimated at $3.6 million,
which includes monetary costs, as well as lostityat life.?
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Vermont is one of 45 states that have lowered tdnedsird for “DUI” to 0.08% blood

alcohol concentration, and Congress has enactesddegn intended to push the other states to
adopt this standard.

For Additional Information

Vermont Governor’'s Highway Safety Programww.vthighwaysafety.com/home.htm

! National Highway Traffic Safety Administrationraffic safety facts, 2004—Alcohol. National Cenfer
Statistics and Analysis. Washington, DC, 2005.

2 Taylor D, Miller TR, and Cox KL. Impaired drivingtate cost fact sheets. Pacific Institute fore@esh and
Evaluation. Calverton, MD, 2002.
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What We Want:Adults Lead Healthy and Productive

Lives

How We Measure Our Success:

Percent of Adults Ages 20+

20.0 + mass index," a ratio of weight to height.

10.0 +

250 T Adult Obesity*

U.S.**

*Obesity is defined in terms of "body

Vermont
Note: I-bar shows sampling
margin- of-error at 95%

150 pmmmmmmmmmmm = el -7 M AT o

~\/ Year 2010 Goal

50 + Sources: National Center for Health

Statistics, and Vermont Department of
Health, Behavioral Risk Factors *U.S. data are medians of the
Surveillance Systems. states' rates.

0.0 f f f f f f f f f f f f f |

1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004

Vermont
U.S,
VT Rank

The Story

Overweight and obesity have been called a natitapadlemic” by the U.S. Surgeon

1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004

n/al nfal] n/al nld n/@a n/g nlka nja b 17 n/la 1

("1" is lowest)

Behind the Data

General, and may soon rival cigarette smoking @suae of preventable disease and death.
Nationwide, unhealthy weight due to poor diet ars@dentary lifestyle is responsible for an
estimated 300,000 deaths per yedtach of these risk factors (overweight and iwvitgli can be
reduced, at least in part, through healthier cl®ice

Recent estimates put the annual cost to societytfesity at around $117 billion in 2000,

including $61 billion in direct cosfs.The prevalence of overweight in our population is
increasing in all age groups, and overweight chitdare likely to grow into overweight adults,
unless they adopt healthier patterns of eatingexedcise. In Vermont, adults between 45 and
64 years old are most likely to be overweihtvhile the proportion of Vermont’'s population

n/a
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overall who are obese is lower than the nationataye (20%, compared to 22%, in 2002), there
is still reason for concern; thtealthy Vermonters 201gbal is to lower the rate to 15% or |éss.

Data by Vermont Region

VT Counties 2001-04

Addison 19.9
Bennington 19.9
Caledonia 20.0
Chittenden 15.5
Essex 18.8
Franklin 21.3
Grand Isle 20.9
Lamoille 20.1
Orange 18.7
Orleans 22.2
Rutland 21.0
Washington 18.6
Windham 18.4
Windsor 17.0

Related AHS Performance MeaSUi@rease the percentage of

students in grades 8-12 who are overweight orsktfar obesity

For Additional Information

Vermont Department of Health Obesity PreventiomPla
http://healthvermont.gov/family/fit/obesity.aspx

1 U.S Department of Health and Human Services. Thigedn General’s call to action to prevent and eese
overweight and obesity. Public Health Service jg@fbf the Surgeon General. Washington, DC, 2001.

Z Ibid.
3 Vermont Department of Health. Health status rej98. Burlington, VT, 1998.

* Division of Adult and Community Health, Nationaéfiter for Chronic Disease Prevention and HealtimBtion,
Centers for Disease Control and Prevention, BehalviRisk Factor Surveillance System Online PrevadeData.
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What We Want:Adults Lead Healthy and Productive
Lives

How We Measure Our Success:

Adults Getting Regular Exercise

100.0 1 (light or moderate physical activity five or more times per week)
90.0

80.0 -
Note: I-bar shows sampling

i margin- of-error at 95%
70.0 confidence level.

60.0 +

50.0 -

Percent

40.0 -

B Vermont
Ou.s.*

30.0 -

20.0 1

*U.S. data are medians of
the states' rates.

10.0 4

0.0 -

T
2001 2003
Sources: National Center for Health Statistics, and Vermont Department of

Health, Behavioral Risk Factors Surveillance Systems.

2001 2003
Vermont| 55.2 55.8
Uu.s.»* n/a 47.2

VT Rank n/a 5

("1" is highest)

The Story Behind the Data

Regular physical activity increases life expectaag promotes good overall health.
Recent evidence suggests that moderate, regulaityabas beneficial effects, even for people
who may have other risk factors. “Everyday” kimdsctivity, such as raking leaves or climbing
stairs, produce some health ben€fitéet, more than half of all adults do not get adsq
exercise.

In recent surveys Vermonters score somewhat libiarthe national average in the
proportion of its adults who exercise regularlyaftts, some physical activity, lasting 30 minutes
or more, five or more times a week): 56%, versu 4iationally?
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Data by Vermont Region

VT Counties 2001-03
Addison 18.1
Bennington 18.7
Caledonia 21.1
Chittenden 15.4
Essex 19.7
Franklin 241
Grand Isle 16.0
Lamoille 17.4
Orange 21.8
Orleans 24.2
Rutland 21.4
Washington 18.1
Windham 17.2
Windsor 17.9

Related AHS Performance MeaSuUi@rease the percentage of

students in grades 8-12 who are overweight ostfar obesity: (2005)

! Dunn AL, Marcus BH, Kampert JB, Garcia ME, Kohand Blair SN. Comparison of lifestyle and staned
interventions to increase physical activity andiaaespiratory fithessJournal of the American Medical
Association281, January 27, 1999.

2 A new definition of this indicator was adopted imeing in 2002. See also Vermont Department ofltiea
Healthy Vermonters 2010. Objective 22-2. Burlingtd'T, 2000.
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What We Want:Adults Lead Healthy and Productive
Lives

How We Measure Our Success:

Injuries Resulting in Hospitalization: Ages 25-64
801 Vermont

5.0

»
o

Rate per 1,000 Population
N w
o o

1.04

0.0 T T T T T T T T 1
1994 1995 1996 1997 1998 1999 2000 2001 2002 2003

Source: VT Dept. of Health, Hospital Discharge Data.

1994 1995 1996 1997 1998 1999 2000 2001 2002 2003

Vermont[ 51 | 51| 46] 41] 36] 36] 34 36 39 33
(Note: National data are not available for thisidgatbr.)

The Story Behind the Data

Injuries serious enough to require hospitalizatiomresponsible for heavy medical costs,
lost work productivity, and short- or long-term alislities, and remain the leading cause of death
through age 34. Many such injuries are preventaBl&arge proportion occur in motor-vehicle
crashes, where using safety belts can greatly eetheclikelihood of serious injury. Alcohol use
increases the risk for many types of injdry.
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Data by Vermont Region

VT Counties 1999 2000 2001 2002 2003
Addison 2.5 2.7 3.8 4.0 3.3
Bennington 4.6 4.4 3.1 4.1 5.3
Caledonia 2.7 3.3 5.0 35 4.3
Chittenden 3.7 2.9 3.1 3.0 3.1
Essex 8.3 7.0 5.6 4.7 5.4
Franklin 24 2.6 3.1 3.2 3.6
Grand Isle 2.3 2.0 3.6 3.6 4.2
Lamoille 5.6 5.1 4.2 4.6 4.9
Orange 2.6 3.2 3.9 2.9 2.9
Orleans 4.6 5.6 45 5.2 4.3
Rutland 3.5 35 3.8 3.7 3.8
Washington 3.5 3.0 3.4 3.2 3.7
Windham 3.9 3.6 4.5 4.6 4.8
Windsor 4.2 3.9 3.4 2.9 3.8

1 Vermont Department of Health. Health status repo2. Burlington, VT: Author. June 2002.
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What We Want:Adults Lead Healthy and Productive
Lives

How We Measure Our Success:

350 1 Deaths From Cardiovascular Disease

300 -
) U.S. Heart

Disease

250 ~

200 -

Vermont Heart
Disease

150

100
U.S. Stroke

Deaths per 100,000 population*

SR P - CICECE RN i R
50 - . .
*Rates are age-adjusted to the U.S. 2000 population, to

account for the aging of our population over time. Vermont Stroke

O T T T T T T T T T T T T 1
1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 2001 2002 2003

Sources: National Center for Health Statistics;
Vermont Dept. of Health.

1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 2001 2002 2003
VT Heart Diseasg 284 | 284| 298| 2871 271 283 25p 241 234 207 230 233 P13 []200
U.S. Heart Diseasp322 | 313| 304 309 2984 298 28p 2718 271 2p7 258 248 P41 |n/a
VT Stroke| 65 | 55 | 59| 63| 67| 63| 58 61 59 54 5% 58 5P 45
U.S. Strokq 69 | 67 | 66| 67| 67| 68| 67| 65 63 61 60 58 56 nla
(State rankings not available.)

The Story Behind the Data

Cardiovascular disease, which includes heart disaad stroke, is the leading cause of
death in Vermont, as it is in the nation. Hospitadrges alone for cardiovascular disease in
Vermont total more than $65 million annuallyAnd much of this mortality and debilitating
illness is preventable.

There have been modest declines over the pastel@taates for both heart disease and
stroke death$. However, recent data show that the proportioadfits with no recognized risk
factors for these conditions decreased between 482001—in Vermont, by about five
percent, nationwide by about 14 percent. Thusbthiden associated with these diseases is
expected to increaseThe risk of cardiovascular disease is greatlyiced by following healthy
behaviors, such as limiting alcohol
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consumption, maintaining proper weight, reducingally fat and cholesterol, getting regular
physical exercise, and not smoking.

Data by Vermont Region

(Note: County data are for percent of adults withdate they have been told by a doctor that
they have had heart attack, myocardial infarctamgina, coronary disease, or stroke.)

VT Counties 2003-04
Addison 8.1
Bennington 9.3
Caledonia 8.5
Chittenden 8.1
Essex 7.7
Franklin 8.5
Grand Isle 8.4
Lamoille 6.1
Orange 7.1
Orleans 8.6
Rutland 9.0
Washington 7.2
Windham 7.0
Windsor 8.5

For Additional Information

Vermont Department of Health. Chronic diseaseilgrd?003-2004.
http://healthvermont.gov/research/chronic/ChroniseBse Profiles.pdf

! Vermont Department of Health. Health status reje&. Burlington, VT, 1998.

2 Vermont Department of Health, Vital Statistics ®&8ystem. Personal communication with Michael Ngdan
Funke, Burlington, VT, January 2005.

% Centers for Disease Control and Prevention. Bewiprevalence of no known major risk factorsteart disease
and stroke among adults—United States, 1991-200MWR 53, no. 1, January 16, 2004.
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What We Want:Adults Lead Healthy and Productive
Lives

How We Measure Our Success:

100.0 +
Deaths From Lung Cancer
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1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 2001 2002 2003

Vermont, All |50.5| 61.9] 52.9 56.2 49.p 52|7 574 54.5 548 §3.4 §6.7 H0.24 |48.

U.S., All|58.2]| 58.0| 58.4 57.4 57.f 57|2 5710 54.4 56.0 56.1 5.3 p4.7 | n/a
(State rankings not available.)

The Story Behind the Data

Cancer is the number-two killer, both in Vermontlam the U.S. as a whole. Lung
cancer is the deadliest type, for both men and vprued much of it is preventable, with
cigarette smoking the leading cads&he rate of lung cancer deaths, while decliniightly
among Vermont men, is increasing among wofmen.

Latest available data show that death rates frong t@ncer in Vermont are similar to the national
average for both men and wonierfror some other types of cancers, we have seem emzouraging
progress. Vermont's rate of deaths from breasteraftibe second-most fatal type for women) is lower
than the U.S. average. However, Vermont's ratelfrectal and cervical cancers are wdrse.
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For Additional Information

Vermont Department of Health. Chronic diseaseilgrd2003-2004.
http://healthvermont.gov/research/chronic/ChroniseBse Profiles.pdf

Vermont Department of Health. Vermont state captan.
http://healthvermont.gov/pubs/cancerpubs/state ezaptan.pdf

! Office of the. Surgeon General. The health conseges of smoking: A report of the Surgeon Geneua$.
Department of Health & Human Services. Washingi@, May 2004.

2 Vermont Department of Health. Vital Statisticalsystem. Personal communication with MichadhNy-
Funke. Burlington, VT, February 2005.

% Vermont Department of Health, Vital Statistics ®&8ystem. Personal communication with Michael Ngta
Funke, Burlington, VT, February 2005; Kochanek MAyrphy SL, Anderson RN, and Scott, C. Deaths: Fifzh
for 2002. National Vital Statistics ReportS3, no. 5, September 12, 2004.

* Vermont Department of Health. Cancer in Verménteport of 1995-1999 cancer incidence data froen th
Vermont Cancer Registry. Burlington, VT, March 300
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What We Want:Adults Lead Healthy and Productive
Lives

How We Measure Our Success:

180 T Suicide
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The Story Behind the Data

Suicide is the eleventh leading cause of deatlipmaity, and tenth in Vermorit.
According to a U.S. Surgeon General’s report, sigié$ “a serious public health problef.”

Many more Americans die from suicide than from hade; additionally, half a million
annually require emergency room treatment as dtrefsattempted suicide. Of course, suicide
also causes great pain for those close to itswsctiAmong adolescents and young adults, U.S.
rates of suicide nearly tripled between 1952 ar@b1Although youth suicides may be
considered particularly tragic, in fact suicidessatire highest among the elderly, especially older
men. The Surgeon General’s report lists a numbesloand protective factors for suicide that
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can inform prevention efforts. Some of the rigktbrs are previous suicide attempt, mental
illness (especially when co-oacing with substance abuse), physical illness, anthtion.
Some of the protective factors are good clincead for physical, mentséind substance abuse
disorders, restricted access to highly lethal nashad suicide (such as guns), and family and
community support

For many years Vermont has had a rate of suicidieisthigh, relative to the nation’'s. In
2003, Vermont's age-adjusted rate was 12.7 peDQ0@opulation, compared to 10.9 for the
nation in 20072,

Data by Vermont Region

VT Counties 1999 2000 2001 2002 2003
Number of Deaths
Addison 1
Bennington
Caledonia
Chittenden
Essex
Franklin
Grand Isle
Lamoille
Orange
Orleans
Rutland
Washington
Windham
Windsor
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! Hoyert DL, Heron MP, Murphy SL, & Kung H-C. DeatH&nal data for 2003National Vital Statistics Reports
54, no. 13, April 2006. Centers for Disease Coraird Prevention. Vermont Department of Health. 32GRal
Statistics. Burlington, VT, April 2005.

2U.S. Public Health Service. The Surgeon Genecallsto action to prevent suicide. Washington,, 2@99.
® Ibid.
* Vermont Department of Health, Vital Statistics ®&8ystem. Personal communication with Michael Ngdan

Funke, Burlington, VT, February 2005. Kochanek KIyrphy SL, Anderson RN, and Scott, C. Deaths: IFitada
for 2002. National Vital Statistics Report§3, no. 5, October 2004. Centers for Disease Coatrd|Prevention.
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What We Want:Adults Lead Healthy and Productive
Lives

How We Measure Our Success:

Per Capita Personal Income*
$40,000 —

uU.S.
$35,000 -

o 7;’// ”/—%nt

«» $25,000 +

4

Kl

°
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8 wages and salaries, rental income, income from

« dividends and interest, and transfer payments. Per

$15,000 + capita personal income is the annual total personal
income of residents divided by the resident
population.

$10,000 +
$5,000 +  source: Bureau of Economic Analysis, U.S. Department of Commerce
**2005 data are preliminary.
$0 f f f f f f f f } {

1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005**

1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005**
Vermont|$26,032 $26,444 $27,0f2 $28,442 $29 845 $3(,364 $3D,95084 $31,34F $31,737 $33,427
U.S]$23,691 $24,8119 $26,009 $27,499 $28,683 $30,642 $3[,3946%3 $32,29F $33,041 $34,486
VT Rank| 33 33 33 32 32 32 24 24 22 23 22
("1" is highest)

The Story Behind the Data

Although Vermont's per capita income and averaggeweil the national figures, our
state has gained some ground in recent years.

In 2005, our per capita personal income (PCI) v&G5%34, which was 22 highest
among the states and about 96% of the national B€iween 1995 and 2005, Vermont's PCI
increased 28% (after adjusting for inflation), wéees the nation's PCI increased 46%.
However, it is important to note that a per-capitgasure obscures the wide disparity in income
levels among the population. For example, the g&idifth of Vermont families had an average
annual income of $18,846 in the early 2000s, wihis& of the richest fifth was $112,565.
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Data by Vermont Region

VT Counties 1999 2000 2001 2002 2003
2003 $
Addison $23,852 $25549 $26,766 $27,630 $ 28,788

Bennington $27,302 $29,191 $31,355 $31,942 $32,793
Caledonia $21,409 $23,310 $24,290 $24,906 $ 25,873
Chittenden $30,139 $32,241 $33591 $34,772 $ 35,899

Essex $17,895 $18,777 $18,869 $18,851 $19,126
Franklin $22,266 $23,929 $24969 $25414 $26,184
Grand Isle $26,110 $28,279 $28,885 $29,238 $30,418
Lamoille $24,712 $28,832 $27,769 $ 28,947 $29,733
Orange $22,453 $23,437 $24,819 $25542 $26,441
Orleans $20,183 $21,988 $23,318 $24,055 $25,017
Rutland $ 24,455 $25,987 $27,402 $28,320 $29,475

Washington  $ 26,077 $28,394 $29,870 $30,735 $31,971
Windham $26,047 $27,937 $28,664 $30,123 $31,023
Windsor $27,423 $28944 $29,672 $30,544 $31,765

! Bureau of Economic Analysis. News release: ‘#age income growth improved in 2003.” U.S. Departtraf
Commerce, September 28, 2004.

2 Bernstein J, McNichol EC, Lyons K. Pulling apaktstate-by-state analysis of income trends. Ecoaétulicy
Institute/Center on Budget and Policy Prioritiesadiington, DC, 2006.
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Measuring Income and Poverty

Recent releases by the Census Bureau of stateelgtmates for poverty and media
household income have highlighted the critical nieeanore accurate data for these, and
other, fundamental indicators of well-being. Aatstand local entities are moving more agd
more toward models of governing-by-results, havelgble local data is imperative.

The current source for much of these vital dateuding health insurance coverag
as well as the poverty and income information, iaetliding separate estimates for childrefp,
is the Census Bureau's Current Population SurvBsJC The CPS is a telephone survey (
a random sample of households, designed to pragasenably accurate national estimatgp.
However, as demand has grown for more state- (asl ub-state-) level data, the
limitations of the CPS as a monitoring tool, paréely for smaller states, have become
obvious. Simply put, most sample sizes at a $atd are so small as to produce estimatefs
that have unacceptably wide margins of error.

For example, the latest CPS figures show Vermam¢'dian household income,
averaged over 2002-2004, as $45,692. Howevestdmelard error associated with this
estimate means the figure could be as low as $34gtGs high as $46,691. Similarly, the
2002-2004 poverty estimate for Vermont is 8.8%,dmutld be as low as 7.7%, or as high 4s
9.9%. There is a 1-in-10 chance that the "truglries lie even further off these point-
estimates.

The use of three- or even five-year averagesypantigates the even greater
unreliability of single-year data, but at the stcei of timeliness. With states increasingly
being held accountable for the success of effartgalfare reform, access to health care, gnhd
other experiments in devolution, it is essentialtfem to have timely, reliable data on key|
indicators. Important policy decisions should betbased on what are, in fact, crude
measurements.

A different kind of measurement issue is: Whatrtewas “poor”?

There is widespread consensus (including the NatiResearch Council, the U.S.
Government Accountability Office, and advocacy gr®uthat our official measure of
poverty is inadequate. On the income side, isfalcapture several important types of nofp-
cash resources, and tax-credits; on the expergesitsilioes not take into account importa
types of job-related expenses, such as childcatexes paid. It makes no adjustments fo
regional variations in the cost of living; anddstbhased on an outdated model of a typical
family budget.

In contrast to this consensus, therdisagreemenas to whether the current
thresholds/guidelines (regardless of how they emeeal at) fairly describe the level of
resources necessary for a household to sustaify @gen in a “poverty” lifestyle.

Obviously, the two issues (one, a measurement;isise®ther, a standard-setting issue) ajge
related: the threshold we pick determines the axdkafficial poverty we find, but the
threshold itself is defined by what's counted @&®ime and expenses. (See “A ‘Livable

" p. 189, for another perspective on thesees.)

Wage,
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What We Want:Adults Lead Healthy and Productive Lives

How We Measure Our Success:

Average Annual Wage
$45,000 - (Private-Sector Covered Employment)
$40,000 U.S.
£ $35,000 -
8 $ Vermont
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Source: Bureau of Labor Statistics,
U.S. Department of Commerce.
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Vermont|$29,269 $28,65p $28,938 $29,438 $30,B58 $30|891 $31,4769%3 $32,14b 413 $32,7p1

U.S|$34,324 $34,01p $34,410 $35,384 $36,809 $37|694 $3§,7 588 $38,36} ,5Q7 $39,1B4
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The Story Behind the Data

Average annual wages (adjusted for inflation) inrent have risen for six consecutive years,
after having declined for the previous three. HesveVermont's wages remain substantially below
the U.S. average.

In 2004, the average annual Vermont wage was $32wiZich was about 84% of the national
average; Vermont ranked 34highest among states. Between 1994 and 200age@nnual wages
in Vermont rose by nearly twelve percent in infiatiadjusted dollars, while nationally wages rose by
fourteen percert.

A key concern in today’s economy is the continuingparity between the earnings of men and
women. Women make up nearly 50% of the labor fdrc¥ermont as in the U.5.However,
nationally, in 2004, on average a woman workingstinie year-round earned only 76.5 cents for every
dollar earned by a mahIn Vermont, the “gender gap” is narrower—81 ceént$999 (the most recent
data available), when Vermont had the second sstajl among states, second only to Califorfia’s.
While the gender gap has narrowed over recent ypatis nationally and in Vermont, it is estimated
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that the majority of that change can be attributefhlling real wages for men, rather than to gsin
wages for women.

Data by Vermont Region

VT Counties 2000 2001 2002 2003 2004
2004 $

Addison $ 29930 $ 30450 $ 31,123 $ 31,723 $ 33,032
Bennington $ 27527 $ 28372 $ 28810 $ 28,771 $ 30472
Caledonia $ 25676 $ 25667 $ 26457 $ 26,567 $ 27,900
Chittenden $ 37651 $ 37909 $ 37,992 $ 38,102 $ 39,133
Essex $ 27633 $ 27659 $ 26968 $ 24956 $ 26,806
Franklin $ 27747 $ 27,780 $ 28520 $ 29,252 $ 30,564
Grand Isle $ 20607 $ 20525 $ 20,166 $ 20,739 $ 23,513
Lamoille $ 23119 $ 24490 $ 24941 $ 25275 $ 26,996
Orange $ 25228 $ 25820 $ 26393 $ 26,709 $ 28,031
Orleans $ 24828 $ 24722 $ 24644 $ 25713 $ 25,990
Rutland $ 28867 $ 29517 $ 29951 $ 30,608 $ 32,077
Washington $ 30076 $ 30518 $ 30614 $ 31,335 $ 32,509
Windham $ 30813 $ 31444 $ 32,805 $ 33,118 $ 34,240
Windsor $ 28879 $ 28482 $ 29,071 $ 29,230 $ 30,357

! U.S. Department of Commerce, Bureau of Laborisies. The figures reported here are for emplogeebwages
subject to state and federal unemployment compiensatvs, and exclude government employees. Theagesannual
wage is computed from total wages divided by aveegployment for a year.

2 U.S. Census Bureau. Census 2000.

% Institute for Women’s Policy Research. The gendage ratio: Women’s and men’s earnings. Fact SH8860. August
2005.

* Caiazza AB (Ed.). The status of women in theestainstitute for Women'’s Policy Research. Fotdition, 2002-03.
Washington, DC, undated.

® |nstitute for Women'’s Policy Research, and Vert®avernor’'s Commission on Women. The status afieo in
Vermont. Washington, DC, 1998.
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What We Want:Adults Lead Healthy and Productive Lives

How We Measure Our Success:

Vermont

Median Household Income
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Vermont
$45,000 + /\\/«
$43,000 /\\‘ U.S.
$41,000 +4
a2
< $39,000 +
er Note: I-bar shows
1 sampling margin-of-
§ $37’000 error at 90% confidence
level.
$35,000 +
$33,000 +
Source: U. S. Bureau of the *Each year is a moving 3-year
$31,000 +~ Census, March Current average: e.g., 1998 is the
Population Surveys. average of 1996-98.
$29,000 T T T T T T T T T T 1
1993 1994 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004

1993 1994 1995 1996 1997 1998 1999 2000 2001 2002 2003

2004

$41,017 $42,881 $42,316 $41,489 $40,636 $41f,840 $44,6893Ed $45,73D $44,027 $44,363 $45,

592

U.S.

$40,597 $40,532 $41,006 $41,157 $42656 $43,669 $41,96B44 $44,67p $45,206 $44,686 $44,

173

VT Rank

24 11

26 21 31 28 22 27 29 28 25

19

("1" is highest)

The Story Behind the Data

After falling for two consecutive periods, durin@@-2004 Vermont's median household
income rose to $45,692, compared to $44,473 fonétien (in 2004 dollars). Vermont ranked"19
highest among states on this measure. In termesabf{inflation-adjusted) dollars, Vermont haslstil
not regained its 1999-2001 status on this medsure.

Household income is an important indicator, becaiigbe rise in the number of dual-earner
households, and because more people are livingrirfamily households. In general, our real median
household income has increased only modestly tneepast decade: the 2002-2004 average is $2,811
more (in inflation-adjusted dollars) than the 19984 averag@.

Nationally, consumer debt and personal bankruptoiest all-time high3.
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Data by Vermont Region

(Note: The following figures are for medigamily income, which differs somewhat from median
householdncome. Also, figures are not adjusted for infliat)

VT Counties 1989 1999

Addison $ 34561 $ 49,351
Bennington $ 33513 $ 39,926
Caledonia $ 29877 $ 42,215
Chittenden $ 43972 $ 59,460
Essex $ 29,096 $ 34,984
Franklin $ 32272 $ 46,733
Grand Isle $ 33629 $ 48,878
Lamoille $ 31,772 $ 44,620
Orange $ 31,066 $ 45771
Orleans $ 26469 $ 36,630
Rutland $ 32,743 $ 44,742
Washington $ 35396 $ 51,075
Windham $ 32593 $ 46,989
Windsor $ 34,691 $ 49,002
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A Livable Wage
The Vermont Job Gap Stygyroduced by the Peace & Justice Center (in

Burlington, VT), has highlighted the dimensionsg dne associated costs, of the
deficit of “livable wage” jobs, an showed how clogithis gap would result in
tangible benefits, not only to poorer households tb the state and federal progranjls
on which many poorer Vermonters currently depend.

TheJob Gap Studguthors conservatively identified families’ baseeds as
including food, housing, childcare, transportatibealth care, clothing, household
and personal expenses, insurance, and taxes. aésayned a “no-frills” household
budget—no allowances for eating out, vacationsnggvfor children’s education, or
any of the extras more comfortable families magetik granted. The authors
carefully estimated Vermont-specific costs, wherehsinformation was available,
and produced different estimates, depending onlyasize, and on whether a famil
lives in a rural or urban setting.

TheJob Gap Studfigures are updated biannually by the Joint FiSiféice
of the Vermont Legislature. According to the latestimates, a “livable wage” in
Vermont in 2005 ranged from $10.59 an hour (foingle person with no children,
who has employer-assisted health insurance amafsla low-cost food plan), to
$24.09 an hour (for a couple with two children, véehene parent works and the othpr
stays home, without employer-assisted health eare following a moderate-cost
food plan). These estimates are far higher thamrtimimum wage ($7.25 an hour i
Vermont in 2006), and more than twice the fedeoafgpty measure. Depending on
family composition, between 20 and 80 perecenaofilies do not earn a livable
wage—that is, they have insufficient income to nietic needs. These families g
without essentials, depend on the charity of otlggwsnto debt, and work multiple
jobs; they may put their health and safety at riEken with Vermont’s relatively
generous public assistance programs, poor workinglies typically do not achieve
a livable income. In fact, only about half of Vet jobs pay enough, even with t
incomes, to meet basic needs, and competitionagyhi®r those that do. Thimb
Gap Studyestimates that annually 58,000 Vermonters indber force cannot find
full-time work at a livable wage for a single pansoesulting in an income shortfall
of about $123 million.

What if we were to close this gap? Some benefisldvbe immediate and
tangible: increased revenues through state anddet@ses, and lowered payments
through the Earned Income Tax Credit. Public st costs would decline. Morg
subtle, perhaps, but with even greater impact, avbelsavings from avoided child
poverty and the huge toll it takes on this andreigenerations. Just counting the
tangible revenues and savings, tle¢cost of closing the job gap would be around
$34 million. However, the state, through selectase-cuts, could cushion the effect
on employers (and on prices) of raising wagesdaihcome workers—a social
investment in family self-sufficiency.
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What We Want:Adults Lead Healthy and Productive Lives

How We Measure Our Success:

People in Poverty
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The Story Behind the Data

The poverty rate is the percentage of people irséloolds reporting less than the poverty
threshold income. In 2005, a family of four (twaudts, plus two related children under 18 yearghwi
an income under $19,806 was considered in poverty.

According to the official definition, Vermont's penty rate was 8.8% for 2002-04, which was
6™ lowest among the states. The national figure 12a4%. Since 1980, Vermont's poverty rate
according to this measure has averaged nearly fimieés lower than the natiormsHowever, we have
not seen substantial change in our poverty rate tbreepast 15 years. (See p. 182 for a discusdion
the difficulties involved in estimating poverty.)

OJ
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Data by Vermont Region

VT Counties 1989 1999
Addison 9.7 8.6
Bennington 11.3 10.0
Caledonia 12.1 12.3
Chittenden 8.7 8.8
Essex 13.9 13.7
Franklin 10.2 9.0
Grand Isle 11.5 7.6
Lamoille 11.1 9.6
Orange 9.4 9.1
Orleans 14.9 14.1
Rutland 9.6 10.9
Washington 8.3 8.0
Windham 9.5 9.4
Windsor 9.4 7.7

For Additional Information

Vermont Livable Wage Campaign, Peace & Justice €entvw.vtlivablewage.org/

! DeNavas-Walt C, Proctor BD, and Mills RJ. Incomeyerty, and health insurance coverage in theddrfitates: 2003.
Current Population Report$60-226. U.S. Census Bureau. Washington, D@4 .20

2 U.S. Census Bureau, Housing and Household EcanBtatistics Division. March Current Populatiom&y data.

¥ American Bankruptcy Institute. Press release: Muakruptcies eclipse the 2 million mark in 20@5cansumers file in
record numbers prior to implementation of new baptey law. March 26, 2006. U.S. Federal Resemstedn.
Consumer credit, February 2006. Statistical ReleApril 7, 2006.

* U.S. Census Bureau. Poverty thresholds 20052608, the povertguideline(used for determining eligibility for certain
federal programs) is $9,810 for a one-person haldeplus $3,400 for each additional household memmi.S. DHHS,
http://aspe.hhs.gov/poverty/06poverty.htm

® U.S. Bureau of the Census, Current Populationes:
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What We Want:Adults Lead Healthy and Productive Lives

How We Measure Our Success:

Unemployment
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The Story Behind the Data

In the lastdecade/ermont, along with the rest of the country, expeced a remarkably
sustained period of job growth and reductions iemployment. Vermont added more than 50,000
new jobs between 1992 and 2000, and our unemplayragndeclined from 6.6% to 2.9%.

However, beginning in 2001 unemployment beganethat continued through 2003.

All unemployment figures count only those worketsovare actively seeking work; they do not
include those who may have given up their job dearcthose who have had to settle for part-time
employment, or jobs for which they may be over-digal. Some economists suggest that, just as
many jobs have left the U.S. (including Vermont) dther countries, so have many Americans
“dropped out” of the labor force, and are thus sitMie to the unemployment statistfcaVhile official
unemployment in Vermont remains below the U.S. nat@ny Vermonters are living on the margins of
economic security; many households depend on doaimes and/or multiple jobs to make ends meet.




193

Data by Vermont Region

VT Counties 2000 2001 2002 2003 2004
Addison 2.6 3.3 3.3 3.9 3.5
Bennington 3.2 4.6 4.6 5.2 3.8
Caledonia 4.1 5.2 5.2 6.0 4.1
Chittenden 1.8 2.4 2.9 3.6 3.2
Essex 5.8 6.6 7.4 7.2 3.9
Franklin 3.3 4.2 4.1 5.2 4.1
Grand Isle 4.8 5.1 5.2 6.3 4.8
Lamoille 4.3 4.9 4.8 6.0 4.0
Orange 2.3 2.7 3.3 3.9 3.4
Orleans 5.9 7.1 7.0 7.6 5.0
Rutland 3.6 4.1 4.1 5.5 4.0
Washington 3.1 3.8 4.2 4.8 4.1
Windham 3.0 3.3 2.7 3.8 3.4
Windsor 2.3 2.8 3.0 3.7 3.2

! Vermont Department of Employment & Training. 2@®mployment and wages. Montpelier, VT, 2001. Fégncludes
only those jobs covered by unemployment insurance.

2 Uchitelle L. “To understand U.S. jobs picture, neat the dots, and find the dots.” New York Timésnuary 12, 2004.
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What We Want:Adults Lead Healthy and Productive Lives

How We Measure Our Success:

Adults With Poor Literacy Skills: 1992

28%

24%

18%

B Vermont
Ou.s.

9%

Lowest Literacy Level Next Lowest Literacy Level

Source: National Center for Education Statistics, National Adult Literacy Survey.

The Story Behind the Data

The times when an adult with little education aen &Kkills could find a reasonably
well-paying job are long gone. In today's econdheydemand is for a skilled workforce that can be
competitive in the world marketplace. And yet thare an estimated 80,000 Vermonters, aged 18-59,
who lack the reading, math, and writing skills tmdtion effectively?

Most of these adults need to build on the basecdity skills they have, in order to acquire the
higher-level skills identified in the Vermont Comm@ore of Learning. However, a third of these
lack even the basic skilfs.

According to a 1992 national survey, 18% of Udults, and 9% of Vermonters, have literacy
skills at the lowest level. Some of these indialdumay be able to manage brief routine tasks, asch
locating a specific item on a form, or picking aformation from a brief news article; others have
difficulty even with these kinds of tasks. Anotl22% of Vermonters (28% nationally), are in thetnex
lowest level. Adults in these two lowest levelss@ding to survey administrators, “were far less
likely than their more literate peers to be emptbfidl-time, to earn high wages, and to vote.
Moreover, they were far more likely to receive faadmps, to be in poverty, and to rely on nonprint
sources (such as radio and television) for inforomaéibout current events, public affairs, and
government.” On the survey, Vermont's average fwoed mean proficiency score” of 283,
compared with the national average of 273, wastikt®
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The reasons for these deficits are various: poancmmplete school experiences, poverty,
handicapping conditions, recent immigration fronmitenglish speaking countries, and lack of support
for literacy in the home and/or community.

Literacy—or illiteracy—is often passed on from geation to generation: Children whose
mothers lack a high school diploma have the lowesbol completion and continuation rates, and are
more than twice as likely to live in poverty assbhahildren whose parents are high school graduates
By the same token, parents who have strong eduedti@ckgrounds themselves, and who value
literacy and life-long learning, are much more lyk have children who are successful in schodl an
later life.

Vermont, by some measures, ought to be a leageomoting full literacy. Our state has a
high proportion of college graduates among thetgmhpulation. We have the highest number of
public libraries per capita of any state, as welthe greatest number of library books per cdpita.

For Additional Information

Vermont Adult Education & Literacy:
www.state.vt.us/educ/new/html/pgm adulted/esis/esisoll.html

! The Vermont Literacy Resource Center. Literamts and Information . . . 199%ontpelier, VT, 1995.
Z Ibid.

® Kirsch IS, Jungeblut A, Jenkins L, and Kolstad Adult literacy in America: A first look at the selts of the National
Adult Literacy Survey. Educational Testing Servisational Center for Education Statistics. Septenii®93.

* Chute A, and Kroe E. Public libraries in the tédiStates: FY 1997. National Center for EducaStatistics, U.S.
Department of Education. Washington, DC, 2000blie libraries includes branch outlets, but nobkmobiles.
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Elders and People With Disabilities Live With Dignand
Independence in Settings They Prefer

aspire to the same outcomes of well-being we alirdegood health;

safety; the support of families and communities} aseful and valued

roles in community life. However, these Vermoni@so face some
special challenges, particularly in living in segfs close to their families and
communities, rather than segregated and isolated finose, and in receiving the
specialized care and supports they may need twipate fully in life.

Each stage of life is dependent on others. Ghldannot thrive if their parents

(and, often, grandparents) are poorly supported:c&ss in school rests in part on the
quality of experiences eatrlier in life, and in tumpacts the successful transition to
adulthood. Thriving communities create opport@sitior members across the lifespan
to add value, both to current well-being and tovled-being of future generations.
Growing old, and dealing with disability, is or Wde a part of life for most of us. We
cannot afford to ignore the challenges, and this,giffered by older people and people
with disabilities, who will make up an increasingportion of our population.

FOI’ the most part, older Vermonters, and Vermonterk digabilities,



198



199

People With Disabilities

Disability usually refers to a limitation in lif@ctivities, such as working and daily living,
caused by physical or mental impairments or othesrdc conditions. Within that broad definition,
however, prevalence estimates of the number oflpewith disabilities vary. All prevalence data on
disabilities are based on self-reported and presponses to survey questions. This type of
information is subject to reporting bias, due te flocial stigma associated with some of these
conditions. However, reports that focus on agtilirhitations, especially work-related ones, are
considered by disability experts to be reasonabtyimte’

According to the 2000 Census, nearly one in fiv8.UWesidents age 5 and above (19%, or
nearly 50 million people) had some level of diséikhis includes eight percent of people betwBen
and 20, 19.2 percent of people ages 21-64, andpétcent of people 65 and oldeA definition of
disability that includes limitations caused by &cat short-term conditiorsverexperienced during
one's life greatly increases prevalence estimdtes.example, a National Institute of Mental Health
survey of non-institutionalized adults found thiabat one-third of the individuals interviewed
reported having a mental disorder at some poittteir lives®

National prevalence estimates for certain disislialso vary according to age. Among
children and adolescents (< age 18), the most |[metveauses of limitation are asthma, learning
disability and mental retardation, mental illnemsg speech and hearing impairments. For adult$ age
18-44, the most prevalent causes are back disqmith®pedic impairments, mental illness, and
asthma. Among adults ages 45-69, heart diseaske disorders, arthritis, diabetes, and orthopedic
impairments are most prevalent. For adults age®47/@he most prevalent conditions are heart
disease, arthritis, back disorders, diabetes, gadlisorders. Among adults 85 and older, heart
disease, arthritis, eye disorders and visual impexits, and dementia are the leading conditfons.

According to the 2000 Census, there were appraein87,000 disabled Vermonters five
years or older (17.1%). Vermont ranked'38ghest among the states in the proportion of its
population who have disabilitiés.

Vermont is doing many things well with respect eople with disabilities. We have shifted
toward community-based services for people wittchgtric or developmental disabilities,
dramatically reducing the population at our onéespsychiatric hospital, and closing the Brandon
Training School. But there is room for improvemeen in those areas where we compare favorably
with other states. For example, the need for mmguassistance among this population is great.

! Haber LD. Issues in the Definition of Disabiliayd the Use of Disability Survey Data. In DisipiStatistics: An
Assessment: Report of a Workshop, Levine DB, ZMeand Ingram L, Eds. Committee on National Stats,
Commission on Behavioral and Social Sciences anat&ibn, National Research Council. National Acagé&ress:
Washington, DC, 1990.

2 U.S. Census Bureau, 2000 Census.

® Ficke RC.Digest of data on persons with disabilitidsational Institute on Disability and RehabilitiResearch.
Washington, DC, 1996.

* LaPlante MP, and Carlson D. Disability in theitdd States: Prevalence and causes, 1992. Natiwstalite on
Disability and Rehabilitation Research, Office ieBial Education and Rehabilitative Services, D&partment of
Education. Washington, DC, August 1996.

5 U.S. Bureau of the Census, 2000 Census.
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What We WantElders and People With Disabilities Live With
Dignity and Independence in Settings They
Prefer

How We Measure Our Success:

Percent Special Education Students in
Regular Class Settings
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The Story Behind the Data

There is no single consensus on how to assessahal@nce of disability among children.
Disabilities can have serious negative effectsducational attainment. Many Vermont educators
believe that students with disabilities should bminstreamed” into regular classrooms, rather than
segregated from other students in resource rooregparate classrooms. Vermont consistently ranks
first among states in the percentage of speciatathn students included in regular classrooms.
Duringlthe 2003-2004 school year, Vermont's rate W&a5%, compared to the national average of
51.9%.
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National sample data from 1997 showed that 2% idii@mn under the age of three had a
developmental delay or a condition that limitedrtinse of arms or legs. Of children three to five
years old, 3.4% had a developmental delay, or féduity walking, running, or playing. Among
children aged six to 14, 11.2% had a disabling t@rd®

The federal Individuals with Disabilities Educatidet mandates that all children with
disabilities have access to public education thinoggecial education and related services designed t
meet their unique needs. During the 2003-04 scheal, there were 12,382 Vermont children (6-21
years old) with disabilities who received servite®ugh this program. Many more students received
education support services related to other speerdls. In 2005, another 1,242 young children
received services through the Family, Infant, anddler Project. The total number of Vermont
childreg with “special health care needs” (basedlaims data) was estimated a few years ago at over
39,000

Related AHS Performance MeaSuf&ease the proportion of children with

disabilities who live with their families.

1 U.S. Department of Education, Office of SpeciduEation Programs. IDEAdata.org. Beginning wi@l98, data refer to
the percentage of children served outside the aeglass for less than 21 percent of the schoal day

2 McNeil J. Americans with disabilities: 199ousehold Economic Studié870-73). U.S. Census Bureau, February
2001.

% U.S. Department of Educatio@ffice of Special Education Programs, Data Analg@sistem.
* Personal communication with Kathy Boulanger, Ventriéamily, Infant, and Toddler Project. May 2006.

® Vermont Department of Banking, Insurance, Sei@sitand Health Care Administration. Issues amitdiions in
applying a definition of children with special hisaheeds to claims-based data. Montpelier, VTpB&t 1997.
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What We WantElders and People With Disabilities Live With
Dignity and Independence in Settings They
Prefer

How We Measure Our Success:

‘Successful Vocational Rehabilitation
Efforts: Vermont
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The Story Behind the Data

Employment and a livable wage are goals sharedebplp with disabilities and by those
working on their behalf. According to the 2000 ses, Vermont ranked f7highest among states for
the percentage of people with disabilities who weréne labor force. Among non-institutionalized
Vermonters ages 16-64, with work disabilities, 88.were in the labor force, up from 48.2% in 1990.
The 2000 national figure was 55.9%However, in general, workers with disabilities/edower
earnings than non-disabled workers. Mean earnm899 of year-round, full-time workers ages 19
to 74 Wiﬂ; a work disability were $33,877, compateé mean of $40,991 for those without a work
disability.

Under the direction of the Rehabilitation Servigebninistration in the federal Department of
Education, vocational rehabilitation services arailable to help people with disabilities become
employed, more independent, and more integratediitir communities. In federal fiscal year 2005,
Vermont’s Division of Vocational Rehabilitan assisted 1,420 Vermonters with significant
disabilities to gain or retain employment; 41 petagf them were in full-time jobs when their cases
were closed. Of those employed, 34% had a diagmdsnental illness, 28% had a cognitive
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disability, 19% had a mobility disability, and 108d a sensory disability. According to the

Rehabilitation Services Administration’s rating t®m, Vermont was ranked as having the most

effective agency of its type in New England, anel $ixth most effective one in theton. Vermont

also ranks highest among the states in assistioigS®ecurity beneficiaries to return to wdrk
Vermont's programs for the blind and visually impdialso receive high marks in comparison

with other states. In terms of employment outcqrmeduding wages and cost of services, Vermont's

Division for the Blind and Visually Impaired outfemms agencies in many larger states.

For people with severe disabilities, supporteglleyment is an indicator of their integration
into the productive life of their communities. dontrast to what is typical in many states, whbese
individuals earn minimal wages in sheltered worlgsjubs, in Vermont nearly all people receiving
employment supports through community agenciesvar&ing in real jobs, for competitive wages, in
their own communities. As of 2002, Vermont rankiest famong the states on rates of participation in
supported employment. Vermont’'s performance is #nea is nearly five times higher than the
national mean.

Data by Vermont Region

VT Counties 2000 2001 2002 2003 2004
Addison 0.8 0.8 0.8 0.6 0.5
Bennington 1.7 1.6 1.9 1.2 1.1
Caledonia 1.6 1.4 1.5 1.2 1.2
Chittenden 1.0 0.9 1.0 0.8 0.8
Essex 1.9 1.9 1.9 1.6 1.1
Franklin 1.7 1.5 1.7 1.3 1.2
Grand Isle 1.3 1.1 1.1 1.1 0.9
Lamoille 1.1 0.9 0.9 0.7 0.7
Orange 1.2 1.0 1.0 0.9 0.9
Orleans 1.9 1.7 1.7 1.4 1.3
Rutland 1.6 1.4 1.6 1.3 1.2
Washington 11 1.0 1.0 0.8 0.7
Windham 1.2 1.2 1.4 1.0 1.1
Windsor 1.0 1.0 1.1 0.9 0.7

Since people with disabilities are more likely ®munmemployed, they are also more likely to be
poor. Among Vermonters ages 21-64, the povertyiral999 for people without disabilities was
5.5%: for people with disabilities in this age goathe poverty rate was 14.2%.

Americans with disabilities are also less likdlg the non-disabled to be covered by health
insurance (77.3% versus 82.9%, respectively); thdseare covered are more likely to have
government coverage (either solely, or in parf)eathan private insurance. The disabled are also
more likely to receive cash, food, or rent assistamlthough most of those with a severe disahility
not participate in such prograrhsAn additional hurdle faced by many disabled pedplseeking
employment is the possible loss of health carefitengermont is a leader in allowing disabled
people eligible under Social Security who work twghase affordable Medicaid coverage.

In 1999, President Clinton signed into law thek&icto Work and Work Incentive Act. This
legislation substantially improves incentives farmonters with disabilities who receive SSDI or SSI
benefits and who choose to work. It is anticipatet these provisions will enable many disabled
people to contribute to their own economic security
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The Americans with Disabilities Act of 1990 speedithat employers may not discriminate
against any qualified individual with a disabilitEmployers must provide reasonable accommodation,
unless that would create an undue hardship ongbeton of the business.

Related AHS Performance MeaSui®@:ase the proportion of elders and

people with disabilities receiving state-fundedvasss in home and community-based settings.

! U.S. Bureau of the Census, Census 2000.
2 U.S. Census Bureau. Public news alerf! ddniversary of Americans with Disabilities ActBG1-FF.10, July 11, 2001.

® Data supplied by Vermont Department of Aging &&ailities, Division of Vocational Rehabilitatiopersonal
communication with Tom Pombar. April 2006.

* Division for the Blind and Visually Impaired, Dapment of Aging & Disabilities. Waterbury, VT, 189

® Rizzolo MC, Hemp R, Braddock D, & Pomeranz-EsdleyThe state of the states in developmental dlisab.
American Association on Mental Retardation. Wagton, DC, 2004.

6 U.S. Census Bureau, 2000 Census.

" McNeil IM. Americans with disabilities: 1994-3Burrent Population Report70-61). U.S. Census Bureau. August
1997.
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What We WantElders and People With Disabilities Live With
Dignity and Independence in Settings They
Prefer

How We Measure Our Success:

40 Institutionalization for Mental lliness
State Psychiatric Hospitals

20 4
U.S.

Residents per 100,000 population

Sources: U.S. DHHS, Center for Mental
Health Services; VT Dept. of

5 4 Developmental & Mental Health Vermont
Services.
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The Story Behind the Data

A goal of Vermont's system for people with mentdlth and developmental disabilities is to
provide services in community settings, rather timaiarge institutions. Services provided through
community mental health/developmental disabilitytees allow individuals to receive the services
they need while living in their communities. Inditbn, services in community settings are less
stigmatizing; less disruptive of relationships wiémilies, friends, and employers; and give people
more choices regarding where they live and thdrtreat they receive. As a result of this emphasis on
community services, Vermont's institutionalizatrate for people with mental illness has dropped
83% since 1980 (from 48 residents per 100,000 @bjoml in 1980, to 9 in 2002). Nationally, the rate
for 2002 was 16.3, and Vermont rankél west among the statés.
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The Vermont State Hospital (founded over 100 yagr is the only state-run psychiatric
facility in Vermont. Admissions are restrictedgeople who have a major mental illness, and are a
danger to themselves or to others. They are aelinatily after community alternatives have been
ruled out. The population at the Vermont Stategitatdropped 70% over the last decade, and as of
December 31, 2005, there were 46 residents; theamézhgth of stay for people is about five
months? Vermont aims to continue reducing reliance onState Hospital by further developing
community capacity to care for the severely menidl|

Related AHS Performance MeaSui®@:ase the proportion of elders and

people with disabilities receiving state-fundedvasss in home and community-based settings.

! Atay J, Manderscheid R, Male A, & Delozier J. ditibns and resident patients at end of year, statecounty mental
hospitals, by age and diagnosis, by state, Unitatt§ 2001. U.S. DHHS, Center for Mental Healthvises. Rockville,
MD, 2002.

2 Vermont Department of Health. Personal commuitinavith John Pandiani, April 2006.
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What We WantEElders and People With Disabilities Live
With Dignity and Independence in Settings
They Prefer

How We Measure Our Success:

35 Institutionalization for
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The Story Behind the Data

Vermont is one of eight states that no longer tustinalize people with developmental
disabilities* The Brandon Training School, which had providedtises for people with
developmental disabilities, was closed in Novendde'993. Former residents now receive services
through a system of 14 community agencies. Vemy\fermonters with mental retardation or
developmental disabilities, relative to nationatiages, reside in nursing facilitedn 2004, the most
recent year for which we have these figures, Vertrpoovided support services to over 1,200 families
of peopl;with developmental disabilities, and K" highest among the states in per family
spending.




209

Related AHS Performance MeaSui®@:ase employment rate among adults

receiving Community Rehabilitation & Treatment, \ational Rehabilitation, Blind & Visually
Impaired, Developmental Disability, and TraumatraiB Injury services.

! Lakin KC, Prouty R, Polister B, and Coucouvanis Btates’ initial response to the President’s NegeBom Initiative:
Slowest rates of deinstitutionalization in 30 yearsends & MilestonegAmerican Association on Mental Retardation),
42, 241-244, June 2004,

2 Division of Developmental Services, Departmenbefelopmental and Mental Health Services. Annegpbrt: 2004.
Waterbury, VT, January 2004.

% Braddock D, Hemp R, Rizzolo MC, Coulter D, Haffer& Thompson M. The state of the states in depeiental
disabilities 2005. Preliminary Report. DepartmeinPsychiatry and Coleman Institute for Cognitives@hilities, The
University of Colorado. 2005.
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Elderly Vermonters

In many ways, older Americans enjoy a higher qualitlife than ever before. They are living
longer, with fewer disabilities, receiving more bagticated health care, and are taking greater
responsibility for their health and for health cdezisions. On the other hand, poverty, insurance
coverage, the cost and complexity of health cadelamg-term care, injuries, chronic health
conditions, and suicide remain areas of conceire magnitude of the issues associated with aging
will be multiplied many times, as the “baby boong&hgration ages, with the proportion of older
people predicted to grow from 13% of the U.S. pafiah in 2000 to 20% by 2030.

In 2004, there were an estimated 80,762 Vermouged 65 and over, more than double the
number in 1950; older Vermonters comprise about d8%ur populatiorf. Vermont ranks 22 in
the percent of its population who are elderndowever, as the "baby-boomers" (people born betwe
1946 and 1964) reach age 65, the proportion ofr aféemonters will grow to 20% by 2075.

These trends reflect a combination of lower birld anortality rates. The Vermont birth rate
peaked in 1955 at 24 per 1,000 residents, decbmedtwo decades, remained relatively stable from
the late 1970s through the late ‘80s, and has beamlily decreasing since 1989. As of 2003, thé bi
rate was 10.6. Vermont's death rate has declioedysover the last 30 years, and in 2003 was &3 p
1,000 resident3. Americans generally are living longer than evefiobe. Americans born in 1900 had
an average life expectancy of 49 years for womed 4% years for men. By 2003, average life
expectancy at birth was 77.5 yerPeople aged 65 in 1998 could expect to live @mame of 17.8
additional years (16.0 years for men, 19.2 for wo)leChronic conditions are responsible for nearly
three out of four deaths, and the majority of Aroanis 50 and older have one or more of these chronic
health conditiong. The two leading causes of death for Vermonteesl &% and over are heart disease
and cancer. It is estimated that for every dehtre are 22 hospitalizations. Chronic health |@mols
related to aging are of major concern becausestggyficantly affect day-to-day living. These
include diabetes, arthritis, osteoporosis, incartoe, visual and hearing impairments, dementia, and
Alzheimer's disease.

The elder population, especially among the oldgstgroups, is predominantly female,
because women tend to live longer than men: alboet ttimes as many women as men live to be 85
years or older. Consequently, issues of aging, (@$s of a spouse, living alone, and survivingaon
low, fixed income) tend predominantly to be issaesfronting women.

Life changes common to the seventh and eighthd#scean increase the risk of social
isolation, bereavement, and low self-esteem. &mesurvey of Vermont consumers of long-term care
services found that 50% of them were satisfied withr social ties, compared with 83% of all
Vermonters’ The informal support of relatives and friends hlgays played a major role in
assisting elderly Vermonters.

We may sometimes forget that many older Vermorderdribute totheir communities. A
look at participation in just three programs (Fo&eandparents, Retired & Senior Volunteer Program,
and Senior Companions) showed that, in 1998, @000 elder volunteers contributed an estimated
700,000 hours, valued at $8 milliéh.

However, there are huge changes on the horizdmeadbaby boomers” leave the paid
workforce and join the pool of retirees, creatingeaere challenge to our system of benefits foerold
people (including Social Security, and Medicark).1998, there were about three working people per
retiree, but by 2030, that ratio will have fallentivo-to-one, and will continue declining, assuming
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current trend$? The growing proportion of elders, living longeii)l have a dramatic impact on the
types, caseload volume, and costs of health cateter publicly-funded social services.

For example, national data show:

» Out-of-pocket spending by Medicare beneficiariggetab5+) on health care averaged
$3,455 in 2003, or 22 percent of their income. nituens, followed by prescription drugs,
accounted for the greatest shares of those exp&hses

* Over 58% of elders aged 85 and over are considbsattled and are potential users of
long-term care services. This compares to 14%adsfrbi between 65 and 74 years of afje.

* Nationally, in 2002, about 30% of the 65-and-oldepulation not in institutions (such as
nursing homes) lived alone, up from 27% in 1$70.

Vermont’s Department of Disabilities, Aging, amtiependent Living periodically surveys its
clients. This survey provides data on qualityitef &nd quality of care for older Vermonters reasgv
long-term care services. Results of the latestegushow that 86% of the individuals participating
services such as Adult Day programs, Medicaid Wdaieene services, and special attendant care
programs felt that the quality of assistance tlemgived was good or excellent. Somewhat lower
levels of satisfaction (81%) were found with thge of choice and control consumers felt they had
when planning for long-term care servicés.

Additional data collected by the Department mongoonomic and employment status, health-
related behaviors, and health status. The Agehkjuman Services and the Department of
Disabilities, Aging, and Independent Living haverlex closely with the Community of Vermont
Elders (COVE), the five Area Agencies on Aging, &mel Successful Aging Task Force to identify key
measures of well-being to use both regionally daatewide.

! AARP, and Administration on Aging, U.S. Departmefitealth and Human Services. A profile of oldené¥icans:
1999. Accessed through the Interrigty://pr.aoa.dhhs.gov/aoa/stats/profilégnuary 21, 2000.

2 Vermont Department of Health. Population estimmate

? Administration on Aging, U.S. Department of Headiid Human Services. A profile of older America2B03.
Washington, DC, 2004

4 U.S. Bureau of the Census. Projections of thmufation, by age and sex, of states: 1995 to 20@%essed through the
Internet http://www.census.gov/population/projections/sttigage.txt) March 20, 1999.

® Vermont Department of Health. 2003 Vital Statisti Burlington, VT, February 2005.

® Hoyert DL, Heron MP, Murphy SL, and Kung H-C. Bres1 Final data for 200National Vital Statistics Reports, 5do.
13. Centers for Disease Control and Preventionil 2006.

" Administration on Aging, U.S. Department of Headiid Human Services. A profile of older America2800. Accessed
through the Internehftp://pr.aoca.dhhs.gov/aoa/stats/profilB§cember 12, 2000.

8 AARP. Beyond 50: A report to the nation on treimlbealth security. Washington, DC, May 2002.
° Vermont Department of Health. Hospital Dischabgea System. Burlington, VT, December, 1994.

19 vermont Department of Aging & Disabilities. 20@®nsumer Satisfaction Survey. Waterbury, VT.
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1 vermont Agency of Human Services. The Year 2006me to assess our past and invent our futiwaterbury, VT,
January, 1999.

12 The Urban Institute. Policy challenges posethieyaging of America. Discussion briefing. Ma998. Accessed
through the Internehftp://www.urban.org/health/oldpol.htmiyiarch 20, 1999.

3 AARP Public Policy Institute. Out-of-pocket spamgion health care by Medicare beneficiaries agar@bolder in
2003. Washington, DC, 2004.

14 U.S. General Accounting Office. Long-term caPeojected needs of the aging baby boom generation
GAO/HRD-91-86. Washington, DC, June, 1991.

15 Administration on Aging, U.S. Department of Haadind Human Services. A profile of older America2@03.

16 Vermont Department of Aging & Disabilities. 20@®nsumer Satisfaction Survey. Waterbury, VT.
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What We WantEElders and People With Disabilities Live
With Dignity and Independence in Settings
They Prefer

How We Measure Our Success:

People Ages 65+ in Poverty
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The Story Behind the Data

Primarily as a result of the expansion of Socialusgy benefits, the economic status of elders
as a group is much better now than it was 40 yagws In 1959, over 35% of older Americans lived
below the poverty level, compared to 9.9% in 2000Vermont, the 1979 poverty rate for elders was
13.8%, and in 2004 was 5.7%.

Poverty among older people is related to race/ettynsex, marital status, and health status.
Nationally, elderly women are twice as likely tomor as elderly men. Compared to those who are
married, elderly men who are unmarried (i.e., widdwdivorced, separated, or never married) are
twice as likely to be poor, and elderly women whe anmarried are four times as likely to be poor.
Compared to non-poor elders, those who are poanare likely to experience health impairments
such as diabetes, heart disease, and hyperteasidhimitations in activities as a result of health
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conditions?> Among those elders aged 75 and older who redeirein daily living activities, 43%
have very low incomes (less than 30% of the stadiam)

In general, older people have much higher healtiteé expenses than younger people. On
average, one-fifth of their household income goesut-of-pocket health care costs; among poor
elders, these costs take one-third of househotshieé With health care’s increasing reliance on
prescription medications to treat chronic illnesseis troubling that many older Americans dorillt f
their prescriptions because of cost considerations.

Data by Vermont Region

VT Counties 1989 1999
Addison 12.2 8.0
Bennington 11.2 7.9
Caledonia 12.4 10.0
Chittenden 10.2 8.2
Essex 16.8 12.9
Franklin 16.5 10.3
Grand Isle 18.5 7.9
Lamoille 17.3 8.5
Orange 10.9 8.8
Orleans 17.8 10.9
Rutland 11.2 8.8
Washington 11.9 6.8
Windham 12.0 7.9
Windsor 11.8 7.6

! bid., and U.S. Bureau of the Census, CurrenuRdion Surveys.

2 Vermont Department of Health. Vermont elders:u=oen healthBurlington, VT, November 1985. U.S. General
Accounting Office. Elderly Americans: Health, Hougj and Nutrition Gaps Between the Poor and Nonpoor
GAO/PEMD-92-29. Washington, D.C., 1992.

% Vermont Housing Study, Special Needs Housing,KeieDecisions, Inc. Burlington, VT, December, 1994.

* AARP Public Policy Institute. Out-of-pocket spiémg on health care by Medicare beneficiaries @gar@l older in
2003. Washington, DC, 2004.

> AARP. Beyond 50: A report to the nation on treimihealth security. Washington, DC, May 2002.
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What We WantEElders and People With Disabilities Live
With Dignity and Independence in Settings
They Prefer

How We Measure Our Success:

Injuries Resulting in Hospitalization
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The Story Behind the Data

With aging, people acquire a greater risk of injuayd injuries in later life are often more
debilitating. In 2003, 97 older Vermonters (65 rgeand over) died from injurids Common causes of
injuries to Vermonters over 65 years of age alle,fabmplications associated with medical
procedures, and adverse effects of medications.

For example, one in 25 elderly Vermont women is igteih to the hospital each year because
of injuries related to fall. Osteoporosis (a degenerative bone disease) isamwsnon among elderly
women, and can increase the risks of serious inhowever, with proper treatment, osteoporosis is
preventable. Ongoing education about preventigetfmes is necessary to protect our older popuiatio
from injuries.
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Data by Vermont Region

VT Counties 1999 2000 2001 2002 2003
Addison 3.7 11.1 7.4 14.5 21.2
Bennington 22.0 10.6 0.0 14.0 13.8
Caledonia 18.3 225 9.2 17.8 8.7
Chittenden 7.1 13.4 17.6 17.6 17.3
Essex 20.6 41.6 0.0 41.3 19.9
Franklin 18.6 15.3 9.1 15.0 11.5
Grand Isle 0.0 0.0 19.2 18.4 17.1
Lamoille 12.0 17.1 5.7 22.1 0.0
Orange 5.0 33.3 14.5 18.8 22.3
Orleans 25.2 30.5 15.7 15.0 14.3
Rutland 26.8 20.6 16.5 14.3 18.1
Washington 115 18.0 22.8 26.8 13.0
Windham 12.1 5.9 27.0 23.4 20.2
Windsor 16.6 11.4 20.6 29.1 28.5

According to the 2000 Census, there were 28,298dsters 65 and older, or 38.6%, with a
disability. The national percentage was 41.9%,\&anont ranked I0Dlowest among the stat@s.
However, more than half of Americans over 50 nos livith one or more chronic health conditiéns.

Recent surveys indicate that nearly all poor &degrsons have health insurance coverage
through Medicare. However, Medicare pays only abaif of the health care expenses for poor
elderly people. The rest is paid by the recipi¢éésnselves, and by Medicaid, private insurance, an
other public sources such as a veteran's pla@008, 93% of Medicare beneficiaries had
supplemental coverage. The cost of "Medigap” pedicihich cover items that Medicare does not—
such as copayments and deductibles—is rising stetpéatening the ability of many older people to
maintain this coverage. Yet, premiums paid by oAlmericans for supplemental coverage account
for 28% of their out-of-pocket costs—illustratingvia significant the gaps are in Medicare coverage
alone. e(s)ut-of-pocket health care spending by atdasumers comprised 22% of their income, on
average.

1 Vermont Department of Health. 2003 Vital Statisti Burlington, VT, April 2005.

2 Vermont Department of Health. Analysis of thesHital Discharge Data System. Unpublished dataiged by Jason
Roberts. Burlington, VT, March, 2000.

% U.S. Bureau of the Census. Census 2000.
* AARP. Beyond 50: A report to the nation on treimihealth security. Washington, DC, May 2002.

®> AARP Public Policy Institute. Out-of-pocket spamgion health care by Medicare beneficiaries agar@5older in 2003.
Washington, DC, 2004.
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What We WantEElders and People With Disabilities Live
With Dignity and Independence in Settings
They Prefer

How We Measure Our Success:

Adult Abuse/Neglect Victims: Vermont
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The Story Behind the Data

Vermont law mandates reporting of abuse, negleaxploitation of people 60 years of age
and older, and those 18 and older who have a dssghdisability. National data on elder abuse
specifically suggest that the reported incidenctnes$e kinds of maltreatment (not including inciden
occurring in a non-domestic setting) representg ahbut one-sixth of the actual incidence. Among
elders, the oldest are most likely to be victimalofise. Women are more likely than men to be
victims. Perpetrators in nine out of ten casedargly members.
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Data by Vermont Region

VT Counties 2000 2001 2002 2003 2004
Addison 13.7 13.7 17.4 19.9 9.4
Bennington 11.0 11.1 22.1 155 14.8
Caledonia 14.0 14.2 27.6 14.4 15.2
Chittenden 11.2 11.0 16.1 13.7 10.1
Essex 22.9 22.7 18.6 20.6 19.3
Franklin 16.8 16.7 25.1 21.3 17.0
Grand Isle 135 134 18.4 12.5 11.7
Lamoille 11.9 11.9 16.0 17.3 19.0
Orange 11.4 11.6 17.8 12.5 115
Orleans 23.9 24.5 18.0 19.7 18.8
Rutland 18.5 18.6 24.5 18.9 17.5
Washington 18.5 19.4 23.0 20.3 16.4
Windham 7.4 7.8 14.0 16.1 12.4
Windsor 14.8 14.9 13.4 16.3 12.2

For data by school supervisory union area, sedkte Community Profiles
http://humanservices.vermont.gov/publications/comitytprofiles

For Additional Information

Vermont Department of Disabilities, Aging, and Ipdadent Living, Adult Protective Services
Programwww.dad.state.vt.us/Ip/aps.htm

! The National Center on Elder Abuse at The Amerfeahlic Human Services Association in Collaboratidth Westat,
Inc. The National Elder Abuse Incidence StudyaFneport. September 1998.
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What We WantEElders and People With Disabilities Live
With Dignity and Independence in Settings
They Prefer

How We Measure Our Success:
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The Story Behind the Data

Estimates are that 70% of the physical declinenaéteperienced by older people is related to
lifestyle behaviorsnotto aging itself. According to a 2003 survey, 68flderly Vermonters report
some Ielisure-time physical activity; the most récetional data show 66% of elders engaging in such
activity.

Increased physical activity is associated with oedlincidence of heart disease, diabetes, and
colon cancer, as well as fewer psychological prolslsuch as depression and anxiety. Also, physical
activity reduces the risk of osteoporosis, helpsmtam body weight, improves strength, balance, and
coordination, and increases longevity. All of thélsings promote the functional independence of
older peoplé.
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! Vermont Department of Health. Behavioral RisktBes Surveillance System. Personal communicatitm Rod
McCormick, January 2005.

2 Centers for Disease Control and Prevention.eStpécific changes in physical activity among pessaged >65 years--
United States, 1987-199MMWR vol. 44, September 15, 1995.
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What We WantEElders and People With Disabilities Live
With Dignity and Independence in Settings
They Prefer

How We Measure Our Success:

10.0 1 Older People At Risk for Depression
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2.0 A
Source: VT Dept. of Health,

1.0 4 Behavioral Risk Factors Surveillance Note: National data are not
System. available for this indicator.

0.0 T T T T T T T 1
1996 1997 1998 1999 2000 2001 2002 2003 2004

1996 1997 1998 1999 2000 2001 2002 2003 2004
Vermont| 67 | 53] 87| 74| 77] 69] 65 57 53

The Story Behind the Data

Older people may be at risk for depression becatifee losses—of loved ones, of health, of
employment, of income, and so on—that frequentgoatpany aging. Because many elderly people
live alone, this may also contribute to feelingssoiation and loneliness that can lead to depoessi

While temporary feelings of grief or loneliness areormal part of human experience,
depression that is prolonged and debilitating isenoormal part of aging, and can lead to further
health problems and even suicide. In Vermontndhle rest of the nation, the suicide rate is highe
among people over 74 years old than it is in ahgioage group, and older men are particularly at
risk.! Fortunately, in most cases clinical depressidreistable, allowing people to carry on fulfilling
lives. Based on recent surveys, about 6% of Vetraluters are at risk for depressfortamilies,
neighbors, physicians, and others need to reactodhis group, so that these elders can get the
support they need.
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Data by Vermont Region

VT Counties 1998-2002 1999-2003 2000-2004

Addison 10.8 8.8 9.3
Bennington 8.4 7.9 7.1
Caledonia 7.9 4.8 5.1
Chittenden 7.5 6.7 6.6
Essex n/a 9.4 13.1
Franklin 8.5 8.0 7.3
Grand Isle n/a 7.0 6.5
Lamoille 5.0 3.8 2.1
Orange 6.9 7.7 7.0
Orleans 6.0 10.3 10.0
Rutland 6.6 6.2 5.2
Washington 6.4 5.8 5.8
Windham 6.6 4.2 4.8
Windsor 6.5 6.1 4.6

For Additional Information

Community of Vermont Eldersvww.vermontelders.org

1 Vermont Department of Health. 2003 Vital Statisti Burlington, VT, April 2005.

2 Vermont Department of Health. Behavioral RisktBes Surveillance System.
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What We Want:Elders and People With Disabilities Live
With Dignity and Independence in
Settings They Prefer

How We Measure Our Success:

o
o

Elderly in Nursing Homes
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Percent of population ages 65+ residing in nursing facilities
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Sources: American Association of Retired Persons, Profiles of Long-Term Care Systems ;
VT Dept. of Aging & Disabilities; VT Dept. of Health, population estimates.

1992 1993 1994 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004

Vermont| 49| 49| 49| 47 44 4% 44 4p 41 41 40 38 B.7
US| 44 4.4] nfal] nla nld 4% np nja nfa r/a

VT Rank 28 | nla] n/a] n/a nlg nig nk nja nfa

("1" is lowest)

The Story Behind the Data

Long-term care encompasses a range of servicesefadrsedical, mental health, and
social—to meet the needs of people of all ages @wve chronic health conditions; however,
older adults are the majority of recipients. Mtran one-third of older Americans expect that
they (ir a family member will need help performingeyday activities within the next three
years.

Long-term care can be provided in an institutionpamunity, or the home. The
majority of long-term care (and the option gengrallost preferred) is provided informally, by
families and friends. Indeed, one study found thate than half of seriously ill hospital patients
would not want to live permanently in a nursing tegror would rather die than do 5o.
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However, many older adults worry that they mayb®able to afford either nursing
home or home care.In addition, care for chronic conditions oftequies coordination among
multiple providers and support-networks, whichfigo lacking under our current fragmented
health care “system.”

As of 2004, less than one in 25 (3.7%) Vermontgesd&t5 and over resided in nursing
homes. Vermont has 3,475 nursing home BeWsrmont is seeing a dramatic shift away from
institutional care toward community based servidesen both by consumer preference, and by
an overall healthier elder population. However, capacity to provide community based
services is inadequate to the demand; projectiointhat by 2013 the number of Vermonters
needing community based care will increase by 42%.

Vermont legislation (Act 160) passed in 1996 maedat shift in state investments—
away from institutional care, and toward greatgapsuit of families and individuals in their own
homes and communities. We know that providing catbe least restrictive settings possible is
the option preferred by elders and their famili&ge Act 160 legislation shifted a portion of
Medicaid funds away from nursing homes and to hantecommunity-based care settings.
Prior to Act 160, only 12% of public dollars fomig-term care services went to home- and
community-based care; by 2004, that proportionrises to 30%°

In Vermont, long-term care accounts for a majoreiud the state Medicaid budget.
Medicaid reimbursement for nursing home care aws&%6,000 per year, per resident. Nursing
home utilization in Vermont has dropped signifidgim the years since Act 160 was passed.
About one in five of the oldest Vermonters (ages)8bved in nursing homes in 1992; in 2003,
only one in eight did. Occupancy rates have dedliand in terms of real numbers we expect
300 fewer residents in 2013 than in 2003. Howelvecause nursing home care is an entitlement
under Medicaid, those in need of care who cannsscMedicaid Waiver slots will continue to
use nursing homes.

The Department of Disabilities, Aging, and IndepemidLiving (DAIL) is recommending
that every Vermont county allocate a minimum ofMi&dicaid Waiver slots for home and
community-based care for every 60 Medicaid-fundexting home beds. To date, seven
counties have met or exceeded this goal. If aeliethere would be sufficient savings to fund
needed Medicaid Waiver slots and other home-basmites®

Two major areas of continuing challenge are relcrgiand supporting caregivers, and
developing accessible and affordable housing. Diétommends further improvements in
wages and benefits for personal caregivers iredlings® Incidentally, national studies show
that caregivers who are 50 or older themselvesitaté an average of 20 hours of care per
week caring for people with disabilities; many loé$e caregivers experience physical or mental
problems as a consequerie.

Expanded housing options are another critical carapbof the home and community-
based care system. Home modification, shared hguassisted living, adult foster care, and
enhanced residential care are among the emergoigesh New financing strategies are needed
to support many of thesé.
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Data by Vermont Region

VT Counties 2002 2003 2004 2005
Pct. Waiver Slots

Addison 63 61 57 57
Bennington 9 11 13 14
Caledonia 37 36 37 40
Chittenden 42 42 43 45
Essex 0 0 0 0
Franklin 47 48 48 49
Grand Isle 100 100 100 100
Lamoille 25 28 30 32
Orange 49 48 83 84
Orleans 20 22 24 25
Rutland 28 29 29 31
Washington 29 29 28 30
Windham 40 40 41 41
Windsor 31 34 34 35

Related AHS Pel’forman ce MeaSU"E@ase proportion of elders and people

with disabilities receiving state-funded servicefiome and community-based settings.

For Additional Information

Vermont Department of Disabilities, Aging, and Ipdadent Living, Division of Disability &
Aging Services, Reference Guidenvw.dad.state.vt.us/WhatsNew/DDASreferenceguide.pdf

1 AARP. Beyond 50: A report to the nation on treimi health security. Washington, DC, May 2002.

2 Robert Wood Johnson Foundation. Press releaseyStlearly a third of seriously ill patients woutather die
than live in a nursing home. July 30, 1997.

3 AARP. Beyond 50: A report to the nation on treimi health security. Washington, DC, May 2002.

* Vermont Department of Disabilities, Aging, and épeindent Living. Personal communication with Julie
Wasserman, April 2006.

® Wasserman J. Shaping the future of long term aadeindependent living, 2003-2013. VT DepartmenAging
and Disabilities,. Waterbury, VT, January 2004.

% Ibid.
" bid.

8 Ibid.
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? Ibid.
10 AARP. Beyond 50: A report to the nation on treimihealth security. Washington, DC, May 2002.

" Wasserman J. Op. cit.
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Communities Provide Safety and Support to Famdias
Individuals

place it is. Nonetheless, even the strongesteshttdo not always

provide the supports that all their members neatder to thrive:
safety, good physical health, basic economic sgcufihus, while we treasure
their many assets, we aspire to make our commaretien more responsive to our
people.

One of the most important aspects of the quafityfein Vermont
communities is safety. We have the good fortunleasing some of the lowest
crime rates in the nation. However, our prisorsfall-to-bursting, too many of
our families experience domestic violence (oftereported), and too many of our
communities are victimized by crimes large and sm@h the brighter side, we
have seen fairly steady declines in motor vehielatldls—a major cause of death
and serious injury.

Vermont has traditionally been very generous ovgling public assistance
to those with very low incomes. In addition, we arnational leader in making
health insurance available to all people. Howewerhave severe shortages of
safe, affordable housing. Health care costs coatto rise at an unsustainable
rate. Declining budgets will mean making someidiff choices concerning the
public services we maintain or expand.

Our communities, over the years, have made Vernmmnspecial
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What We Want:Communities Provide Safety and
Support to Families and Individuals

How We Measure Our Success:

Violent Crime Rate

soo . (Murder, forcible rape, robbery, aggravated assault)

700 +

c 600 +
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S In Vermont, about 1 violent crime was
j reported for every 900 people in 2004.
o 300 +
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200 +

Vermont

100 +
Source: U.S. Department of Justice,

Uniform Crime Reports.
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Vermont| 127| 117] 119 114 97 11B 1741 120 1p6 114 314 305 [06 (114 |112
U.S) 732| 758] 7589 744 716 686 634 611 5p8 H23 506 Pp04 |94 |476 |466

VT Rank| 2 | nia|l 2 2 2 3 3 3 2 4 3 2 2 3 3

("1" is lowest)

The Story Behind the Data

Vermont is one of the safest states in the nahderms of violent crimes: murder,
forcible rape, robbery, and aggravated assaul200%, Vermont's rate (the number of crimes
known to police per 100,000 people) was less timaafourth of the national average: 113,
compared to 466 for the nation.

Vermont's rate consistently ranks among the lowetite nation. However, while the
nation's violent crime rate has shown consistedlirtks over the past eight years, Vermont's rate
has been fairly stabfe.
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Data by Vermont Region

VT Counties 2000 2001 2002 2003 2004
Addison 63.9 58.0 120.4 62.4 13.6
Bennington 100.0 78.2 110.1 113.0 86.6
Caledonia 94.3 130.7 93.4 76.8 91.9
Chittenden 177.4 154.4 167.3 185.9 146.7
Essex 46.4 123.7 61.7 106.6 45.1
Franklin 143.1 106.9 116.5 123.3 128.3
Grand Isle 231.9 57.0 41.7 106.8 104.7
Lamoille 142.0 63.8 100.7 78.2 41.0
Orange 99.2 66.9 70.0 51.6 82.2
Orleans 79.9 83.2 93.8 88.6 25.6
Rutland 89.9 132.3 124.4 86.6 75.5
Washington 118.9 99.5 113.2 86.7 69.4
Windham 135.7 135.1 134.7 153.2 165.2
Windsor 81.9 107.5 99.9 117.4 60.3

Related AHS Performance MeasuUt&uce the rate of new crimes

committed within three years of release from cdroes custody.

For Additional Information

Vermont Crime On-Linewww.dps.state.vt.us/cjs/crime 04/vcon.htm

1 U.S. Department of Justice. Crime in the Uniteatédt, 2003: Uniform crime reports. Washington, R@)4.

2 |bid.
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What We Want:Communities Provide Safety and
Support to Families and Individuals

How We Measure Our Success:

.. *
Homicide* Rate
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The Story Behind the Data

The United States has a rate of homicide (murdémam-negligent manslaughter) that is
higher than in any other developed courtriationwide, homicide is the T4eading cause of
death? Vermont is fortunate to have one of the loweshitide rates in the nation.

In 2004, Vermont had a rate of 2.6 homicides p&,A@0 population, compared to a rate
of 5.5 for the country as a whole, and ranked fenth lowest among the stafe¥ermont can
realistically aspire to join the company of couesrsuch as Denmark, Ireland, and the United
Kingdom, all of which have homicide rates of aroun@d? Most homicides in Vermont (like
those in other states) involve within-family vioten Such deaths are also much more likely to
occur in households that keep firearms.
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For Additional Information

Vermont Crime On-Linewww.dps.state.vt.us/cjs/crime 04/vcon.htm

! United Nations. Report on the world social simmt New York, 1993.

2 Kochanek KD, Murphy SL, Anderson RN, and ScotD@aths: Final data for 200National Vital Statistics
Reports 53, no. 5, October 2004. Centers for Disease CoatrdIPrevention, Atlanta, GA.

% U. S. Department of Justice. Crime in the UniB¢attes, 2003: Uniform crime reports. Washingto8, R004.

* United Nations. Report on the world social siat New York, 1993.



234

What We Want:Communities Provide Safety and
Support to Families and Individuals

How We Measure Our Success:

Sexual Assault Reports: Vermont
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Source: VT Dept. of Public Safety, VT Dept. of Health (population estimates).

1997 1998 1999 2000 2001 2002 2003 2004

Vermont| 21 | 22 | 22 | 22| 19| 20] 17] 20
(National data are not available for this indicgtor

The Story Behind the Data

“Sexual assaults,” as reported to law enforcemgeanheies, includes rapes and other sex
offenses. Offenders and victims may be of any agd,many assaults involve people intimately
known to each other. Advocates and law enforceipersgonnel agree that many such crimes are
not reported.

Prevention, identification, and punishment of séxassault have received increased
attention, nationally and in Vermont, in recenange Trends in rates of reporting are difficult to
interpret, because increases may be due to a nwhfaators, including increased willingness
of victims and others to report such crimes.
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Data by Vermont Region

VT Counties 2000 2001 2002 2003 2004

Addison 2.2 1.9 1.6 1.4 0.4
Bennington 2.1 2.0 2.4 1.9 0.9
Caledonia 2.2 2.4 2.1 2.1 0.4
Chittenden 2.2 2.2 2.1 1.6 0.6
Essex 3.3 2.6 0.9 1.4 0.5
Franklin 3.1 2.2 2.2 1.8 0.9
Grand Isle 2.0 2.0 1.1 1.3 0.5
Lamoille 1.8 1.1 0.7 1.1 0.2
Orange 2.6 2.2 2.1 2.0 0.5
Orleans 1.7 0.8 1.7 2.2 0.5
Rutland 1.5 1.7 1.8 1.3 0.3
Washington 2.6 2.0 2.2 2.0 0.5
Windham 2.6 2.1 1.9 2.3 0.9
Windsor 1.7 2.0 2.1 1.8 0.7

For data by school supervisory union area, sedlte® Community Profiles
http://humanservices.vermont.gov/publications/comityprofiles

Related AHS Performance Measut@uce the rate of new crimes

committed within three years of release from cdroes custody.

For Additional Information

Vermont Network Against Domestic and Sexual Viokmweww.vtnetwork.org
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What We Want:Communities Provide Safety and
Support to Families and Individuals

How We Measure Our Success:

Petitions Filed for "Relief From Domestic Abuse":
Vermont
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The Story Behind the Data

Domestic violence (violence among family memberd imtimate partners) is a huge, and
largely hidden, social problem. Child abuse arglewt (see pp. 92-94) is sometimes considered
separately from intimate partner violence (IPVeli&ble estimates of the scope of IPV are
difficult to arrive at. Self-reports of victimsdrcated that nationally, in 1998, about 1 million
violent crimes were committed against persons by turrent or former spouses, boyfriends, or
girlfriends! The American Psychological Association reports daat suggest one-third of
adult women will be assaulted by a partner durihgitaood. Many assaults are deadly:
approximately 30 percent of all female homicidgiwis in the U.S. are killed by their husbands,
ex-husbands, or boyfriends. The number of womerteneand/or sexually assaulted by family
members is probably motean30 times as great. Both victims and perpetraibtBV are more
likely to abuse alcohdl. Domestic violence takes a huge toll on the playsiad mental health
of victims, on other family members’ well-being, sacial services, and on our economy.
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A “relief from abuse” court order is legal protextiavailable to victims of alleged
domestic violence. A plaintiff, with assistancerfr a court worker, can file such a request at
any time of day or night; not all filings resultsigned court order. Still, many incidents of
domestic violence go unreported.

Data by Vermont Region

VT Counties 2000 2001 2002 2003 2004
Addison 48.4 52.2 42.4 43.4 48.8
Bennington 74.6 71.5 68.2 70.5 63.0
Caledonia 61.3 59.0 54.0 70.5 66.3
Chittenden 55.1 52.6 58.0 50.9 53.9
Essex 46.4 63.4 49.4 60.9 40.6
Franklin 83.9 92.1 90.2 94.0 76.3
Grand Isle 85.5 54.1 57.0 34.7 40.6
Lamoille 62.8 56.6 66.7 62.2 61.8
Orange 65.9 70.8 64.8 66.0 62.4
Orleans 58.6 51.8 41.7 53.5 64.3
Rutland 94.6 90.1 89.3 101.9 84.6
Washington 95.8 65.4 68.6 63.1 55.5
Windham 66.9 59.4 62.0 46.6 57.0
Windsor 54.0 56.2 58.0 61.0 57.4

Related AHS Performance MeasUt&uce the rate of new crimes

committed within three years of release from cdroes custody.

For Additional Information

Vermont Network Against Domestic and Sexual Viokmweww.vtnetwork.org

! Rennison CM, & Welchans S. Intimate partner vioke Bureau of Justice Statistics Special Refpb8.
Department of Justice. Washington, DC, May 2000.

2 U.S. Federal Bureau of Investigation. Violenceoagfamily members and intimate partners. Speejaort in
Crime in the United States, 2003. Washington, P@D4.
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What We Want:Communities Provide Safety and
Support to Families and Individuals

How We Measure Our Success:

Rate of Property Crime

(Burglary, larcency, motor vehicle theft)
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1,000 T source: US. Department of Justice,
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Vermont|s,gss| 3,159 3,31% 2,88p 2,7q9 3,0B3 2,405 2,873 2[664 2,4229p2,308
U.S{4,737| 4,659 4,593 4,44 4,3]2 4,0p1 3,144 3,518 3|656 3639143517
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The Story Behind the Data

In 2004, Vermont's rate of property crimes (burglary, éarg-theft, and motor vehicle
theft) was 2308 per 100,000 people, compared to13.for the U.S. Vermont ranked fourth
lowest among the states. Over the last decadpegyocrime rates for the nation have steadily
declined. Vermont's property crime rates, althocgsistently lower than the nation's, also
follow a more uneven pattefn.
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Data by Vermont Region

VT Counties 2000 2001 2002 2003 2004

Addison 2,001 2,077 2,145 2,248 708
Bennington 2,306 2,211 2,398 2,047 2,259
Caledonia 2,229 1,719 2,479 1,974 1,727
Chittenden 4,320 3,681 3,797 3,593 3,073
Essex 2,183 1,516 1,697 1,187 812
Franklin 2,763 2,523 2,645 3,184 2,500
Grand Isle 2,217 1,767 1,779 1,162 1,871
Lamoille 3,202 3,192 3,142 3,093 2,158
Orange 1,743 1,903 1,575 1,530 1,425
Orleans 2,127 2,136 2,023 1,679 1,494
Rutland 3,344 2,932 2,891 2,630 2,301
Washington 3,108 3,070 2,945 2,366 2,226
Windham 3,361 3,740 2,878 3,098 2,331
Windsor 2,079 2,258 1,949 1,730 1,632

Related AHS Performance MeasuUt&uce the rate of new crimes

committed within three years of release from cdroes custody.

For Additional Information

Vermont Crime On-Linewww.dps.state.vt.us/cjs/crime 04/vcon.htm

1 U.S. Department of Justice. Crime in the Unitéates, 2004: Uniform crime reports. Washington, R@05.
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What We Want:Communities Provide Safety and
Support to Families and Individuals

How We Measure Our Success:

600 Incarceration Rate*

500 —+ U.S.

c
.g *U.S. count includes prisoners
% 400 + under state jurisdiction/custody,
o sentenced for more than 1 year;
8 Except between 1996 and 1999,
(=3 the Vermont basis is a jurisdiction
=)
S 300 + count.
8 About 1 in 429 Vermonters
— was incarcerated in 2004. Vermont
@
o
) 200 —+
<
@
100 T sources: U.S. Bureau of Justice
Statistics, National Prisoner
Statistics Data Series; VT Dept. of Fb Japan: 58 per 100,000

Corrections.
0 Il Il Il Il Il Il Il Il Il Il |
T T T 1

1993 1994 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004

1993 1994 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004

Vermont| 155 | 169| 179 1371 14Q 183 198 218 213 214 226 233
U.S)333| 360| 381| 427 443 46] 47p 4798 470 46 482 486

VT Rank| 8 7 8 4 4 5 7 7 6 6 6 8

("1" is lowest)

The Story Behind the Data

Even though violent crime is declining, the Unite@tes incarcerates a greater
proportion of its population than any other couritryhe world?

Vermont's incarceration rate is relatively low (hixowest among the states in 2003), but
it is climbing, even though data do not includespriers placed out-of-stateThis demand is
driven predominantly by society’s tougher attitutt®sard crime, including stronger sanctions
for domestic violence, and drug- and alcohol-relaifenses. As a matter of policy, but also
increasingly by necessity, incarceration in Vermioetises on the most violent offenders.
Currently, only about 14% of the corrections popalais incarcerated. Of those serving
sentences of more than one year, nearly two-tlardwiolent felons, compared to less than half
nationally?

Behind these numbers lie both hope and crisismdet is a national leader in providing
meaningful ways for offenders to restore themsehrestheir communities. Intermediate
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sanctions, often in conjunction with treatment, ethallow offenders to remain a part of their
communities; local volunteer Reparative Boards Wiugersee creative and constructive
restitution to victims and communities; and supssdi community work crews which add
tangible value to public facilities are all partaoRestorative Justice initiative that is changing
the nature of corrections in Vermont. At the sdiime, there are unrelenting, dangerous
pressures on our existing correctional faciliti€uvercrowding threatens the safety of inmates
and staff. There simply is not room for all offemsl whoshouldbe in prison.

The population of women offenders, in particulannadequately housed and, in general,
not well-served by corrections practices based odets which may be appropriate for male
offenders. Many women offenders have low incommes@oorly developed job-skills; many
have substance abuse and/or other mental heatttddis; and most are mothers. Thus, this
group presents a clear case for re-examining tleeofaour criminal justice system in building
individual self-reliance and responsibility, andaliey, supportive communities.

Related AHS Performance Measur&guce the rate of Vermonters

incarcerated.

For Additional Information

www.doc.state.vt.us/planning and research/introdnct

! The Sentencing Project. New incarceration figuRising population despite falling crime rat&¥ashington,
DC, December 2004.

2 Bureau of Justice Statistics. Prisoners in 200%5. Department of Justice, July 2003.

3 Vermont Department of Corrections. Personal comioation with John Perry. Waterbury, VT, Januar@20
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What We Want:Communities Provide Safety and
Support to Families and Individuals

How We Measure Our Success:

200 Deaths From Motor Vehicle Crashes
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(State rankings are not available.)

The Story Behind the Data

Injuries sustained in motor vehicle crashes aeadihg cause of death in Vermont, and
are the number-one cause of death for teens amjyamults. The long-term downward trend on
this indicator has been encouraging; whether wesaatain that improvement remains to be
seen.

The U.S.Healthy People 200§oal was to reduce such deaths to no more thanpe4.2
100,000 people. The past two years for which we ltkiata saw substantial declines in
Vermont's rate. An important factor in whether crashes resufatalities is safety belt use.
According to 2004 data, an estimated 80% of Verndoivers use safety belts, comparable to the
nationwide use-rate, but lower than our rates 22032
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For Additional Information

Vermont Governor’'s Highway Safety Programww.vthighwaysafety.com/

! Vermont Department of Health. Vital Statisticss&n. Personal communication with Michael Nylanahge,
February 2005, Burlington, VT.

2 National Center for Statistics and Analysis, NagibHighway Traffic Safety Administration. Safdiglt use in
2004—Use rates in the states and territories. Wgsim, DC, November 2004.
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What We Want:Communities Provide Safety and
Support to Families and Individuals

How We Measure Our Success:

Percent of VT Youth Who Feel They "Matter" in

Their Community
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Source: VT Dept. of Health and VT Dept. of Education, VT Youth Risk Behavior
Sinvev

2001 2003 2005
Grades8-14 40 [ 42 [ 45
(National data are not available for this indicgtor

The Story Behind the Data

All members of our communities need to feel valuedeel they “matter,” if they are to
participate fully in economic, social, and cultulité. For young people, being recognized by
their communities for their contributions is pawn@rly important in encouraging development of
a positive identity, prosocial attitudes, and eragagnt in community activities. “Mattering” is
an asset that has been identified by the NatiorakRrch Council and Institute of Medicine as
key to fostering positive youth developmént.

Even though many of our youth devote significanbants of time to volunteer activities
in their communities, and contribute in many otwarys, only a minority indicate that they feel
they “matter.?
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Data by Vermont Region

Grades 8-12
VT Counties 2001 2003 2005
Addison 41 45 47
Bennington 40 37 41
Caledonia 40 42 43
Chittenden 42 42 47
Essex 40 n/a n/a
Franklin 39 39 37
Grand Isle 39 36 38
Lamoille 43 41 39
Orange 39 38 37
Orleans 44 45 40
Rutland 42 39 42
Washington 44 41 43
Windham 36 39 40
Windsor 42 42 43

For data by school supervisory union area, sedtte® Community Profiles
http://humanservices.vermont.gov/publications/comityprofiles

For Additional Information

For more information about what works in promotpuasitive youth development, go to
http://humanservices.vermont.gov/publications/watks-promoting-positive-youth-
development-in-your-community/view

! Eccles J, & Gootman JA (Eds.). Community programmsromote youth development. National Resea@imGil
and Institute of Medicine. Washington, DC: NatibAaademy Press. 2002.

2 Vermont Department of Health, and Vermont Depantnaé Education. Vermont Youth Risk Behavior Syrve
2005. Burlington, VT: Authors. 2005.
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What We Want:Communities Provide Safety and
Support to Families and Individuals

How We Measure Our Success:

Youth Who Have an Adult Who Provides Help
and Support: Vermont, 2005
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Source: VT Dept. of Health and VT Dept. of Education, VT Youth Risk Behavior
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8th Gr. 9th Gr. 10th Gr.  11th Gr. 12th Gr.
2004 90% | 88% | 87% | 89% | 90% |
(National data are not available for this indicgtor

The Story Behind the Data

Nothing is more important throughout life than @psaring relationships with others.
For young people, the consistent presence of ongog adults who communicate caring and
support is critical to their success. Researctshasn that, in many cases, youth who thrive in
spite of serious developmental risks, do so becthesehave someone who is strongly
committed their well-being. These caring adults are often their parentscantalso be other
relatives, friends, teachers, coaches, or clergylbees. More formalized adult-youth mentor
relationships have also been shown to be valuadidet@ school success, avoidance of substance
abuse, and social skiffs.

Fortunately, most Vermont youth say they have anaare of these adults in their lives.
The not-so-good news is that about one in ten gen/students say they do o hese youth
are much more at risk for a number of health-comising behavior$.
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Data by Vermont Region

VT Counties Grades 8-12
Addison 90
Bennington 90
Caledonia 88
Chittenden 88
Essex n/a
Franklin 88
Grand Isle 89
Lamoille 89
Orange 87
Orleans 89
Rutland 89
Washington 87
Windham 89
Windsor 89

For data by school supervisory union area, sedtt® Community Profiles
http://humanservices.vermont.gov/publications/comityprofiles

For Additional Information

For more information about what works in promotpuasitive youth development, go to
http://humanservices.vermont.gov/publications/watks-promoting-positive-youth-
development-in-your-community/view

Vermont Mentoring Partnershipiww.vtmentoring.org

! Werner EE, & Smith RS. Vulnerable but invincibfestudy of resilient children. New York: McGrawlH
1983.

2 Jekielek MA, Moore KA, Hair EC, & Scarupa HJ. Mering: A promising strategy for youth developmefihild
Trends Research Briefvww.childtrends.org February 2002.

% Vermont Department of Health, and Vermont Depantnaé Education. Vermont Youth Risk Behavior Syryve
2005. Burlington, VT: Authors. 2005.

* Analysis conducted by VT Agency of Human Serviddanning Division. Data available on request.
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What We Want:Communities Provide Safety and
Support to Families and Individuals

How We Measure Our Success:

Welfare emphasizes gaining self-sufficiency throegiployment. The 1996 federal
legislation that created the “Temporary Assistancieedy Families”(TANF) program
mandated time-limits on federal benefits, whileiigiystates a great deal of leeway in how they
implement many other aspects of their programs.

The federal legislation does not preclude stata® fusing their own funds to help needy
families. Vermont's seven-year welfare reformiative (the Welfare Restructuring Project)
ended June 30, 2001. The Vermont Legislature passeti47 during the 2000 session. This
legislation provided direction for Vermont’s weléaprogram and ensured the continuing
availability of a “safety net” of support for theate’s most vulnerable people. On July 1,
2001,Vermont implemented Reach Up, its TANF progrand aligned its policies with federal
welfare reform law and TANF regulations.

Reach Up provides intensive, individualized caseagament services to all
participating families. Each participant creategh a case manager, a Family Development
Plan (FDP). The FDP focuses on the family’s stilentp address its needs in multiple areas,
such as housing, transportation, food and clotredggcation, and job readiness. The Reach Up
program’s intensified emphasis on work and worlate activities, including assistance with
education and training, job-finding, and child ¢asehelping move more families toward self-
sufficiency. Reach Up (formerly ANFC) caseloadséhdeclined 51% between June of 1994
and June of 2005, partly because more Vermontersarking themselves off welfafe.

Historically, Vermont has provided relatively highblic assistance benefits to
low-income families, ranking among the top tenestah welfare benefits for at least two
decades. According to federal reports, as of 2084nont's average monthly assistance per
family (includes cash payments and services) wa3 $&mpared to a national average of $397;
Vermont's payment was fifth highest among the sfatéermont data for 2004 show the
average monthly payment at $461.

In addition to Reach Up, the state also offersraéetsaof other programs for low-income
families. These benefits include food stampsatesiunded Earned Income Tax Credit (which
pays 32% of what families receive from the fed&idIC, and is available even to those families
with no tax liability); the Renter's Rebate; Medé;aDr. Dynasaur, and the Vermont Health
Access Plan (VHAP); fuel assistance; and child satssidies.A family of three, with an earner
working full-time at minimum wage, who also receiwbese benefits, has the equivalent of a
monthly income that is 228% of federal poverty lve

Indications are that until entry-level wages resed high costs of necessities such as fuel
and housing moderate, we can anticipate greatead@smon non-governmental sources of social
support. An important example of this largely-vatkeer contribution is the help supplied by
food shelves and community kitchens. According 2005 survey conducted by Vermont's
Office of Economic Opportunity (OEO), there werelXB8od shelves and 31 community
kitchesns in Vermont providing emergency food seesjaup from 70 and 14, respectively, in
1990:
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Between 2003 and 2005, the average monthly caseldaé food shelves grew by 23%,
to 10,379 households; more than half (51%) of tiegeseholds have minor children; 21% are
households with an elderly person; 40% includerapleyed adult or one who is only
temporarily out of work. The average number of Imearved monthly by community kitchens
is 22,716. Children and the elderly are the recifs of much (31%) of this support, too.
Vermont OEO estimates that during a typical montleast 28,000 different individuals use one
or both types of local food servite.

For Additional Information

Vermont Department for Children & Families, EconorServices Division:
www.path.state.vt.us

! Vermont Department for Children and Families. SBaal communication from Karolyn Clark, April 2006.
2 U.S. Social Security Administration. Annual Sstitial Supplement, 2005. Washington, DC. 2006.

% Vermont Department for Children and FamiliesrsBeal communication from Karolyn White, April 2006
* Ibid.

®Vermont Department for Children & Families, Ecoriot@ervices Division. Hunger in Vermont: Reporttha
2005 survey of Vermont food shelves and commuritghkns. Waterbury, VT: Author. April 2005.

® Ibid.
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What We Want:Communities Provide Safety and
Support to Families and Individuals

How We Measure Our Success:

People with Health Insurance
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(State rankings are not reliable.)

The Story Behind the Data

Medical and other health-related expenses cambeadially devastating to people who
lack health insurance. Those without insurances® less likely to get the medical care they
need, and more likely to be hospitalized for cdndi avoidable through early interventibn.

The uninsured account for significant lost workglg@coductivity, higher health care
costs, and thousands of premature deaths anrfuiyen with the federally-administered
Medicaid and Medicare programs, the poor are nfae twice as likely to lack health
insurance. One reason is that most of the uninsured arewtring poor’—full-time workers
or their dependents not poor enough to qualifyMedicaid. And, as costs rise, fewer employers
offer coverage to their workers, and among thoaedh fees (premiums and/or co-pays) have
become unaffordable for many employees.

An estimated 45 million people in the U.S. (16%&ravwithout insurance during all of
2004% The most recent reliable survey of Vermontersreges that, as of 2004, 10.3% were
without any form of health insuranéeThe number of people without insurance for some
portion of the year is much higher; best estimptdghis at 24.9% of the non-elderly population
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in Vermont for 2002-08. One reason Vermonters have fared better thae thasany other
states is our enhanced Medicaid eligibility forldren and pregnant women. In 1995, Vermont
began offering health care coverage for previousipsured low-income adults, under the
Vermont Health Access Plan (VHAP).

For Additional Information

Vermont Department of Banking, Insurance, & He&@ltdre Administration, Division of Health
Care Administration:
www.bishca.state.vt.us/HcaDiv/Data_Reports/a_detmonts_index.htm#HEALTH%20INSUR
ANCE%20MARKET

Office of Vermont Health Accessiww.ovha.state.vt.us/studies.cfm

! State Health Access Data Assistance Center., tsifyef Minnesota. The coverage gap: A statedayesreport
on access to care. Author. April 2006.

2 Institute of Medicine of the National Academy afi@ces. Hidden costs, value lost: Uninsuranc&nierica.
Executive summary. Washington, DC, 2003.

% U.S. Census Bureau. Income, poverty, and heatirance coverage in the United States: 20Ddrrent
Population ReportgP60-229), August 2005.

* |bid. As with estimates of poverty, estimatesnsiurance status come from the Current Popul&iowey, where
sample-sizes for many states are too small to pedary reliable estimates; see p. 113.

® Ibid.

® Families USA. One in three: Non-elderly Americavithout health insurance, 2002-03. Washington, Die
2004.
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What We Want:Communities Provide Safety and
Support to Families and Individuals

How We Measure Our Success:

Percent Living in Affordable Housing: 2000
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Renters Owners
Source: U.S. Census Bureau, 2000 Census.

2000 Renters Owners
Vermont 59.7 76.8
U.S| 556 77.3

The Story Behind the Data

Owning a home gives families a sense of securiijgd$ ties to neighborhoods, schools,
and communities, improves outcomes for childred, @timately provides a buffer against
poverty in old age.

In 2000, Vermont's home ownership rate (the peagenbdf occupied housing units that
are owned by occupants) was 69%. The national hwmmership rate was 6786. National
data suggest that renters typically face multigleibrs to home ownership, including inability to
make a down payment, having excessive debt, onpamsufficient income for a mortgade.

An indicator of the financial burden of housinghg percentage of household income
paid for housing costs. Recent reports confirmtecal need for affordable housing. An
analysis produced by the National Low Income Hogi€imalition shows that a Vermont renter
would need an hourly wage of $13.90 (nearly twigenaich as the Vermont minimum wage) in
order to afford the Fair Market Rent (FMR) for &&droom unit.
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Data by Vermont Region

VT Counties Renters Owners

Addison 65.3 74.1
Bennington 56.5 75.2
Caledonia 60.2 77.1
Chittenden 56.3 78.7
Essex 65.1 80.3
Franklin 65.7 77.7
Grand Isle 65.2 71.4
Lamoille 60.8 72.5
Orange 67.4 75.5
Orleans 57.8 78.6
Rutland 57.0 76.4
Washington 62.5 77.4
Windham 61.3 75.4
Windsor 61.8 76.2

Another assessment reports that 73% of Vermorgétmlds have annual incomes
below that necessary to purchase a median-priceehdn 2000, the median home value in
Vermont was $111,500, compared to $119,600 fongt®n. Vermont ranked £3highest
among state3. Since 1996, the median sales price here has jiilmp87%, far exceeding the
overall inflation rate, and the rate of increas@ausehold incomes. In 2005, the median selling
price for primary properties (excluding vacationmes) in Vermont was $182,0800According
to the Vermont Housing Council, Vermont currentista shortage of 21,000 affordable rental
units, and will need an additional 12,300 ownerupied units by 2010. Unfortunately, federal
housing assistance for low-income Vermonters iimiag.

In addition to having comparatively high housingtsp Vermont ranks low on indicators
of housing quality. The Vermont Housing Council report estimates &)800 Vermont
households have housing that is moderately to sgvsubstandard. The rental housing stock,
in particular, is facing problems associated wik:anearly half (48%) of rental units occupied
in 2000 were 50 or more years dfd.
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How We Measure Our Success:

120000 7"Bed-Nights" in Vermont's Homeless Shelters
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Source: VT Office of Economic Opportunity.

1998 1999 2000 2001 2002 2003 2004 2005
Bed-Night 59,972 67,350 63,111 103,308 66,372 86,508 028d,101,647

The Story Behind the Data

Finally, the Vermont Office of Economic Opportunégtimates that on any given night
400 Vermonters are homeless, some in designatétershéut many others not counted as
homeless—as many as 14,000 by some estimates—aobrdpup with friends or relatives,
living in old camps, in cars, or motels. During ttourse of a year, an estimated 4,000
Vermonters are homeless at one time or other—thst vubnerable being single adults under
age 65 living below poverty level, and families thed by single women. The face of
homelessness in Vermont (as in the rest of themgahias changed dramatically in recent years.
About one in five homeless people are children; yrfeameless adults are working full-time. In
State Fiscal Year 2005, Vermont’'s homeless sheleparted nearly 102,000 “bed-nights” (i.e.,
a single bed occupied for one night), a 52-pergamease in four years. The average length of
stay in shelters is 26 days. more than twice ag &mit was just six years ago.

Related AHS Performance MeaSuk&iuce the number of bed-nights

in Vermont’'s homeless shelters.
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For Additional Information

Vermont Housing Datavww.housingdata.org/

National Low Income Housing Coalitiomww.nlihc.org

! Dietz RD. The social consequences of homeowrersiomeownership Alliance. Columbus, OH, June200

2 U.S. Bureau of the Census. Housing vacanciesiangtownership annual statistics: 2000. Table 1&shgton,
DC, February 2001.

% U.S. Census Bureau. Who could afford to buyaskdn 19952Current Housing Report#ugust 1999.

* National Low Income Housing Coalition. Out ool 2005. Washington, DC, 2005. A unit is conside
affordable if the rent is no more than 30% of theter’s income. In Vermont, Fair Market Rent wakclated at
$723 for a two-bedroom unit. A minimum-wage workeuld afford monthly rent of no more than $377.

® U.S. Bureau of the Census, 2000 Census.

® Vermont Housing Awareness Campaign, and the VattHousing Council. Op cit.

" Vermont Housing Awareness Campaign, and the VetiHousing Council. Between a rock and a hard place
Housing and wages in Vermont. 2005 update. Mdietp&/T, February 2006.

8 Kaufman TL. Housing America's future: Childrerriak. National Low Income Housing Coalition/Lowciome
Housing Information Service. Washington, DC, 1996.

° The Vermont Housing Council. Op. Cit.

10 y.s. Census Bureau. 2000 Census.
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What We Want:Communities Provide Safety and
Support to Families and Individuals

How We Measure Our Success:

Estimated Met Need for Child Care: Vermont
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Regulated child care "slots" as a percent of estimated need for
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Sources: VT Dept. for Children & Families, VT Dept. of Health (population estimates).

1998 1999 2000 2001 2002 2003 2004 2005

Vermont| 520 | 565 | 59.0| 568 513 564 6184 75p
(National data are not available for this indicgtor

The Story Behind the Data

Safe and developmentally appropriate childcare fitsrahildren, their parents, and our
economy—>both now and in the future. Communitied grovide adequate high-quality,
affordable childcare are making an investment im&n capital that research shows is very cost-
effective. A critical economic support for famsiewho increasingly require two incomes to
make ends meet, good-quality childcare also heijidren get ready for school succéss.

Vermont has made good progress in expanding thaysopchildcare that meets
minimal standards of acceptability. But there mrento be done. Shortages by region, and
particularly for infant care and “after-hours” cacentinue. Upgrading quality remains a work-
in-progress, dependent on significant investmentgafessional development and licensing
staff.
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Data by Vermont Region

AHS Districts 2001 2002 2003 2004 2005
Barre 57.3 53.0 62.6 66.7 70.8
Bennington 55.2 48.5 534 59.6 73.6
Brattleboro 50.8 46.3 52.9 59.8 66.0
Burlington 63.7 61.6 62.0 64.3 71.2
Hartford 41.9 38.0 39.7 47.1 57.6
Middlebury 56.7 50.2 54.8 62.1 53.4
Morrisville 74.3 64.1 64.1 76.1 81.8
Newport 54.0 45.6 50.9 55.4 63.0
Rutland 48.8 45.6 55.1 61.4 70.0
Springfield 65.8 54.7 60.7 66.7 70.3
St. Albans 53.8 48.1 50.4 57.5 61.0
St. Johnsbury 525 431 58.3 63.0 76.2

Related AHS Performance Measure

Increase the percentage of kindergartners whaudgef “ready for school.”

For Additional Information

Vermont Child Care Advisory Board. Child care: 8a@gislative Report.
www.VermontCCAB.org

Child Care Fund of Vermoniwww.storyofachild.org

See early childhood resources on-line, including Viermont School Readiness Series:
http://humanservices.vermont.gov/publications/wss-

! Lynch RG. Exceptional returns: Economic, fiseaid social benefits of investment in early childthoo
development. Economic Policy Institute. 2004.nWfiam Child Care Association and the Peace & &uStenter.
The economic impact of Vermont’s child care indyust2002.
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